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DISEASE.* 


By R. E. Shuter, M.D. (Melb.), 
Melbourne. 


In presenting a paper to the Branch on the intra- 
cranial extensions of middle ear disease, I wish it 
to be distinctly understood that I am not treating 
the subject exhaustively. The diagnosis in these 
eases is often indefinite, seldom absolute; concern- 
ing the details of treatment there is still much 
variety of opinion. I have therefore tried to avoid 
simply compiling a paper from text-books. I have 
not copied out a list of symptoms which are sup- 
posed to be characteristic of these complications, 
but have as far as possible restricted my paper to 
the results of my own experience and observation, 
my intention being to stimulate criticism, particu- 
larly from the neurologists present. 

Anatomy. 

I wish very briefly to direct your attention to 
the anatomy of the temporal bone. 

Developmentally, it is formed in three parts— 
tympanic, squamous and petrous. The tympanic, 
to which the tympanic membrane is attached, is of 
no particular importance to us this evening. The 
squamous is only of importance because it forms 
part of the tegmen or roof of the middle ear and 
antrum, and part of the outer wall of the latter. 
The petrous, the important part, contains the special 
organ of hearing, its superior wall forms, with part 
of the squamous, the bony floor of the middle fossa. 
The mastoid process is not developed at birth, 
though the antrum itself is present; the petro- 
squamous suture at this period is patent, conse- 
quently, in infants, acute middle ear disease can 
very easily, by infection through the roof of the 
middle ear, or antrum, cause a meningitis, hence 
the advisability of early incision of the drum at this 
age. Again, if the antrum is infected, the easiest 
passage for the pus is outwards through the im- 
perfectly closed petro-squamous suture forming a 
sub-periosteal abscess, hence the success of Wilde’s 
incision at this age. The petrous portion is in close 
relation to the sigmoid sinus behind, the jugular 
bulb below, and has along its superior and inferior 
free edges the corresponding petrosal sinuses. 

The internal ear, situated in the petrous portion, 
is in direct relation to the sub-dural space by means 
of the cochlear and vestibular aqueducts; between 
it and the meninges also run numerous vascular and 
lymphatic channels along which infection can take 
place. The sheaths of the auditory and seventh nerves 
and that of the large superficial petrosal nerve run- 
ning in the hiatus fallopii also form potential chan- 
nels of infection. Blood vessels also connect the 
mucosa of the middle ear with the meninges directly. 


1 Read before a meeting of the Victorian Branch of the British Medical 
Association on March 8, 1915, 


Intra-cranial extension, therefore, can take place: 
(1) By means of some of the channels men- 
tioned above. 
(2) By direct transmission, due to caries of 
bone. 
Infecting Organism. 

A large variety of organisms can infect the ear 
and cause intra-cranial complications. I have little 
to say about this from personal experience. The 
only point which I wish to mention is a class of 
case now clearly recognized by otologists in which 
the clinical course of the ear disease is mild and pro- 
longed, in which apparently the ear has got well, 
but in which after some weeks the patient manifests 
severe intra-cranial complications. In these cases 
the infecting organism is found to be an encapsuled 
diplococcus mucosis, which is Gram positive. I men- 
tion this as several pathologists in Melbourne have 
told me that it has not been brought under their 
notice. 

Intra-cranial Complications. 

Intra-cranial complications of middle ear disease 

can be classified under three headings :— 
(1) Sinus thrombosis. 
(2) Meningitis. 
(3) Abscess formation. 

Before treating these seriatim, I should like to 
emphasize this important point with regard to acute 
running ears. The majority of acute suppurating 
middle ears tend to get well spontaneously, improve- 
ment in these cases should manifest itself within a 
fortnight in the direction of cessation of pain, im- 
provement in hearing, and diminution of discharge, 
which loses its purulent character and becomes mu- 
eoid. If an ear does not follow this course, the 
mastoid cells are probably infected, and potential 
intra-cranial extension exists. 

Sinus Thrombosis. 

This may occur in acute or chronic cases, usually 
the latter, and usually in the pneumatic type of 
bone, as distinct from the diploetic. It is generally 
due to direct infection by means of the vasa vasorum, 
through exposure of the wall of the sinus following 
progressive caries of bone, or may be due to trans- 
mission of the septic process through thrombosis of 
minute venules running between the lining of the 
mastoid cells and walls of the sinus itself. 

Symptoms.—During the course of a suppurating 
ear, a sudden rise of temperature occurs, accom- 
panied by sweating and chilliness, or a distinct rigor, 
which may recur at irregular intervals; the tem- 
perature chart is markedly oscillating, the pulse- 
temperature ratio remaining fairly normal. Some 
tenderness is often present over the course of the 
jugular in the neck if the thrombosis is extending 
downwards. My experience is that a pure jugular 
thrombosis cannot be felt; if an induration is felt, 
it is probably due to a commencing cervical adenitis 
or cellutis. Again, in mastoiditis, the anterior fibres 
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of the sterno-mastoid muscle are on guard, and may 
give a false sensation of induration, as compared 
with the other side. Milligan states that optic neu- 
ritis is present in 40% of the eases. Personally, I 
have not seen it in the cases that I have had an 
opportunity of examining. Vomiting is often pre- 
sent at some stage of the disease, and the condition 
is one of marked febrile disturbance, the symptoms 
of which it is unnecessary to particularize. 

A ease with such straightforward symptoms as 
those mentioned above presents no great difficu' ties. 
The following varieties of sinus thrombosis, how- 
ever, occur in which the diagnosis may be very 
difficult. 

1. A mural thrombus may occur by infection 
through the vasa vasorum, and remain plastered to 
the wall of the sinus without occluding its lumen. 
From this focus emboli may separate and be carried 
away in the blood stream, causing metastatic ab- 
seesses. On exposure of the sinus wall in these cases 
it may present no evidence of the presence of a 
thrombus, such as granulations, alteration in colour, 
ete. If, however, definite rigors have occurred, it is 
safer to open the sinus and examine its lumen. 

2. In some there may be no distinctive clinical 
symptoms, but the condition is discovered accident- 
ally during the course of the mastoid operation. In 
these cases the centre of the clot may be infected. 
and breaking down into pus, while there is at each 
end a non-infected protective thrombus shutting 
the infected area off from the general circulation. 

3. The sinus may be thrombosed without the en- 
trance or presence of bacterial infection; this is 
questioned by some, but I see no reason why, if the 
sinus wall loses its normal vital tone in the presence 
of surrounding inflammation, thrombosis should not 
occur in the same way that it occurs in an aneurysm, 
and at least one well-known London otologist told 
me that he did not consider it necessary to open a 
thrombosed sinus, discovered during the mastoid 
operation in the absence of obvious disease of its 
walls, or symptoms pointing to systemic infection. 
I have seen two patients treated in this way recover. 
The blood will, in nearly all cases, show a high de- 
gree of leucocytosis. I should like to point out in 
this place that, even if a patient has suffered from 
definite and repeated rigors with signs of metas- 
tasis, he ean recover without abscess formation if the 
original septic focus is removed, and the jugular 
vein tied and dissected out. 

Treatment.—In a ease where a sinus was dis- 
covered to be thrombosed, and in the absence of 
symptoms of general infection, I should be satisfied 
to open the sinus and turn out the clot, ligaturing 
the jugular later on if symptoms indicate it; where 
rigors and other evidence of systemic infection are 
present, I consider the jugular vein, together with 
its tributary veins, the facial, lingual and superior 
thyroid, should be exposed, ligatured, and dissected 
out. 

Meningitis. 

Meningitis of otitic origin may, of course, be acute 
or chronie, localized or diffuse, a pachymeningitis 
or a leptomeningitis, and may be associated with 
other pathological conditions such as extra or intra- 


dural abscess, ete. It is with the acute meningitis, 
arising from a purulent ear, and, if untreated, 
rapidly leading to death, that I wish particulariy 
to deal this evening. The most important fea- 
ture of this form is its tendency to vary greatly in 
virulence. In the early stage of meningitis, second- 
ary to car disease, a period varying in length with 
the virulence of the infecting organism and the re- 
sistance of the individual, the ineuingitis can remain 
serous as distinet from purulent. A spinal puncture 
will show fluid under pressure, opalescent, contain- 
ing leucocytes and a high pereentage of protein, but 
sterile on culture and possibly still alkaline. I do 
not think there are any clinical signs or symptoms 
by which one can surely differentiate a serous from 
a purulent meningitis, but it is important to recog- 
nize that quite a number of recoveries from this 
condition after removal of the infective focus, re- 
peated spinal puncture and drainage of the men- 
inges has been recorded :— 

Symptoms.—With regard to the symptoms of 
meningitis I am not going to oceupy your time by 
listing them. You know as well as I do the text- 
book symptoms of meningitis; I can only say, judg- 
ing by my experience, that in its early and curative 
stage, many of the. well-known symptoms do not 
appear, and when they do the patient is beyond our 
help. I personally think persistent and severe head- 
ache the earliest and most reliable symptom, and if 
this occurs an immediate spinal puncture should be 
practised, and the fluid cytologically examined. 
Optic neuritis [ have found an unreliable sign. If 
present it is of course strongly suggestive of a men- 
ingitis, but I have so often met with cases in which it 
was absent, that I do not value its absence as a 
negative sign. Marked dilatation of the pupil, with 
retention of the pupillary reflex, unaccompanied by 
ophthalmoplegia, or ptosis, was present in one case 
that I watched, and I should like the opinion of those 
present as to the probable cause of this sign. The 
temperature is high, the pulse distinetly febrile in 
character, but the pulse-temperature ratio is fre- 
quently normal. I have not been able to get much 
useful information from the superficial or deep re- 
flexes in the early stage of the disease. 


Mode of invasion.—To my mind this is the most 
important feature of this complication of middle 
ear disease. 

From what I have said concerning the anatomy 
of the temporal bone, it will be apparent that, except 
in early life, a meningitis caused by direct extension 
from the middle ear, the internal ear being unaffec- 
ted, will most likely be due to direct transmission by 
earies of bone, will be more or less chronic in its 
course, and of a plastic character, and probably, at 
any rate for a time, will be localized. The acute 
diffuse meningitis of which I am speaking is gene- 
rally secondary to involvement of the internal ear. 
Now an infection cannot reach the meninges through 
the internal ear without involving the labyrinth, and 
causing a definite group of symptoms, the most 
obvious and distinctive of which is nystagmus; it 
is therefore apparent how very important it is that 
nurses and medical men generally should understand 
the significance of this symptom, and watch care- 
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fully for its occurrence. In the earliest stage of laby- 
rinth infection, before destruction of the organ has 
oceurred, there is usually a fine nystagmus to the side 
of the diseased ear. This has to be watched for care- 
fully, as it is slight, and soon passes off. Destruction 
of the labyrinth soon occurs, and, when complete, it 
is evidenced by a well marked, coarse nystagmus to 
the sound side, lasting several days, and accom- 
panied by giddiness, and at times vomiting. Curi- 
ously enough a purulent labyrinthitis, apart from the 
nystagmus, does not cause any very marked symp- 
toms, nor is it accompanied by a marked rise in tem- 
perature. A purulent labyrinthitis is capable of 
spontaneous healing, and it is still a debated point 
among specialists whether its ablation should be 
undertaken or not. Apart from this question, its 
occurrence in the course of a suppurating ear disease 
means that the diseased mastoid and middle ear 
should be cleaned out at once, and if occurring after 
the mastoid operation, prompt, careful watching for 
the inception of meningeal complications should be 
undertaken. 

Treatment.—I may say very briefly that opera- 
tions for serous meningitis are on the lines of re- 
peated spinal puncture, opening the meninges in the 
posterior or middle fossa, according to the position 
of the disease, and drainage by gauze wicks inserted 
beneath the dura; or following the lines of West and 
Scott, drainage through the internal meatus by 
means of a spiral wire. Quite a number of success- 
ful cases have been reported, in which some of these 
measures were adopted. 

Abscess Formation. 

In this connexion it is the presence of pus in the 
brain tissue itself to which I wish more particularly 
to draw your attention this evening. An intra- 
eranial extra-dural abscess, while it remains extra- 
dural, can be regarded more as an extension of the 
mastoid disease than as a complication, and comes 
within the domain of the specialist. Its presence, 
apart from the headache, which I again advance as 
a most important symptom, can be most surely 
determined by the condition of the ear itself. You 
will see in the chart sent round there may be prac- 
tically no fever or other symptoms indicating intra- 
cranial extension, but the local signs often give in- 
formation of extreme value. As I have said, an 
acute discharging ear should show signs of healing 
in a fortnight, and if it does not, it should be exam- 
ined by a specialist. If the pus in the ear is greater 
than one would expect from the area of the middle 
ear, if it appears in large amount rapidly after 
mopping out, or if pus can be sucked into the middle 
ear with a Peter’s speculum, the mastoid cells are 
probably infected, and if with this condition, the 
ear is dry for a day or so and then again becomes 
full, particularly if the period of apparent cure is 
associated with headache, an extra-dural abscess can 
be suspected, and should be sought for. There is 
one special variety of extra-dural abscess that I wish 
to mention, and that is a collection of pus in the 
middle fossa, close to the apex of the pars petrosa, 
the infection spreading by means of tympanitie cells 
surrounding the eustachian tube. In this ease, the 
pus has difficulty in finding an exit, and causes 


more definite pressure symptoms. If suspected, it 
can be sought for by opening the tegmen tympani or 
antri, and exploring forward outside the dura with 
a flat director. 

Pus in the brain tissue itself—A collection of pus 
in the brain tissue may be :— 

(1) In the temporo-sphenoidal lobe or cerebel- 
lum, the result of direct extension ; or 

(2) In any part of the brain, the result of 
metastasis. 

Of the latter | have no experience, and assume 
that its presence and localization would be extremely 
difficult of detection, and would depend upon a com- 
plete examination of the sensory and motor centres. 
I hope this evening to hear something from the 
neurologists present on this variety of the disease. 
It is of a local collection of pus in the temporo- 
sphenoidal or lateral lobe of the cerebellum that I 
intend to speak. A localized collection of pus in 
either of these positions secondary to ear disease, 
may remain latent and cause no symptoms for an 
indefinite period, and, as a result of an exacerbation 
of the disease, or traumatism due to the mastoid 
operation, it may suddenly flare up and become 
acute. The symptoms caused will be the same as in 
those of an acute abscess. 

Symptoms.—With regard to the symptoms of ab- 
scess of the brain, I must again say that in my ex- 
perience, much the same rule obtains as in menin- 
gitis. In the early and curative stage, the symp- 
toms are most indefinite and more suggestive than 
absolute. I have seen abscesses diagnosed and sought 
for in England, Austria and Australia with negative 
results. The unsatisfactory nature of our diagnostic 
methods are clearly recognized by all specialists, 
and I can only hope that time and further experi- 
ence will develop a clinical sense that will to some 
extent make up for the absence of physical signs. 
Headache is, in my experience, as in the ease of 
meningitis, the most important and prominent early 
symptom; in fact, if persistent severe headache, par- 
ticularly if localized to the diseased side, comes on 
after operation upon the ear, and is accompanied by 
fever, I hold that further operative measures are in- 
dicated. The headache, however, is not necessarily 
localized to the diseased side; it may be occipital, 
frontal or apical, and in one ease of extensive ab- 
scess of the cerebellum, the headache was severe and 
definitely postero-orbital. In this case, there was no 
optic neuritis, no vomiting or absolutely slow pulse; 
the pulse-temperature ratio was, however, disturbed 
in the direction of relative slowness. The lateral lobe 
of the cerebellum contained a huge abscess. Exam- 
ination of the reflexes did not furnish much use- 
ful information. 

Treatment.—If there is reasonable evidence of the 
presence of an abscess, the brain should, of course, 
be explored, and of recent years this exploration is 
usually carried out through the mastoid wound. Ex- 
ploration of the temporo-sphenoidal lobe by this 
route presents no particular difficulties; the plate 
of bone, usually remarkably thin, constituting the 
tegmen tympani et antri, can be easily removed, the 
dura incised and the whole lobe explored without 
difficulty. Moreover, if pus be found, drainage can 
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be carried out through the incised dura at the most 
dependant part of the abscess. Exploration of the 
cerebellum through the mastoid wound is not quite 
such an easy matter. This route is advocated, be- 
cause it is found that a cerebellar abscess, secondary 
to ear disease, usually originates in that portion of 
the lobe adjacent to the area of bone in front of the 
groove for the lateral sinus, and between it and 
the internal meatus. My own experience supports 
this conclusion. It is not an easy matter to ex- 
plore the cerebellum from this point. 

The area is limited, particularly in a forward 
placed sinus, and one is working, so to speak, round 
a corner. If an abscess be found in this situation, 
the opening in the abscess wall will not necessarily 
be at its most dependant point, and drainage will 
have to be carried out by means of a curved tube. 
This difficulty is now being recognized, and I see 
in a report of a discussion at a recent meeting of 
the otological section of the Royal Society of Medi- 
cine in London, some members advocated drainage 
by means of a counter opening in the brain pos- 
terior to the sinus, at any rate in some eases. I have 
explored the cerebellum anterior to the sinus on 
three occasions, once with a positive result, and 
recognize the difficulty. On examining the speci- 
men after death I was not entirely satisfied with the 
completeness of the exploration. As the first step 
in exposing the dura anterior to the sinus is the 
exposure of the sinus itself, it is a comparatively 
easy matter to remove with forceps part of the occi- 
pital bone posterior to the sinus, when one has a 
direct passage both for exploring the lateral lobe 
and for drainage by means of a straight tube if an 
abscess be found. 

I have iried to make this paper as short as is con- 
sistent with the object of covering the ground of 
discussion, and have been compelled to omit many 
important and interesting points connected with 
the subject under consideration. I shall be fully 
satisfied if I have indicated some points to which 
criticism may be directed, particularly from the 
neurologists present, to whom we otologists must 
look for help in developing what is at present a dis- 
appointing and rather unsatisfactory phase of 
our work. 


RELATION OF ADENOIDS AS CAUSATIVE FACTOR 
OF MIDDLE EAR SUPPURATION.* 


By S. A. Ewing, M.R.C.S. (Eng.), D.P.H. (Cantab.), 


Honorary Surgeon for Diseases of the Throat and Ear, 
Alfred Hospital, Melbourne. 


The first surgeon, as far as I have been able to 
ascertain, who discovered that there were growths 
in the naso-pharynx which affected the hearing, was 
a British aurist, Dr. Harvey, who was on the staff 
of the Royal Ear Hospital in London. The late Dr. 
Matheson, of Soho Square, London, who was at- 
tached to the hospital, informed me when I was 
his House Surgeon that it was the regular prac- 
tice of Dr. Harvey in the treatment of cases of 
deafness in children to serape the naso-pharynx 


1 Read before a meeting of the Victorian Branch of the British Medical 
Association on March 3, 1915. 


so as to induce free bleeding, and that great 
benefit frequently resulted. He also stated that it 
was owing to a visit of Dr. Meyer to the clinie of 
Dr. Harvey that the former was led to the investi- 
gation of the nature and treatment of these growths, 
the promulgation of which has been of such great 
benefit to humanity. 

Many years have elapsed since the publication of 
Meyer’s researches and the acceptance of his teach- 
ing. From the reply of the mother, 20 or even 
10 years ago, ‘‘that there were no such things in 
her childhood,’’ a change has taken place, and now, 
instead of stating that the child has deafness, 
mouth-breathing, running ears, the all sufficient 
statement is made that the child has ‘‘post nasals.’’ 

From a hygienic standpoint, there is ground for 
thankfulness in this general acceptance of medical 
research, but much remains to be done in the appli- 
eation of the knowledge which has taken humanity 
so long to gain. 

During the period of seven years, 1907-14, four 
hundred and forty-five patients have attended the 
Alfred Hospital, suffering from suppurative otitis, 
the large majority being cases of chronic disease, 
the result, in practically every case, of unhealthy 
conditions of the.nose and naso-pharynx. One hun- 
dred and four radical mastoid operations were per- 
formed on these, want of accommodation preventing 
the efficient treatment of many of the remainder. 

In addition, twenty patients were admitted with 
intra-cranial complications, eight cases of cerebral 
abscess, one of cerebellar abscess, two of thrombosis 


of the sigmoid sinus, four perisinous abscesses, and 


five cases of meningitis, the majority with exten- 
sions incapable of surgical relief. 

What are the chief signs of excess of post nasal 
adenoid tissue in children, and what constitutes an 
excess, for adenoid tissue is generally present in 
the naso-pharynges of children? 

(1) Noisy Breathing and Mouth Breathing. 

Mouth Breathing—tThere is reason to state that 
this is not a natural but an acquired habit. It is 
probably no more natural for an infant to suck 
milk through the nose than it is to breathe through 
the mouth. You have probably had opportunities 
of noting the difficulty that occurs in the suckling 
of infants with nasal obstruction. A very striking 
ease illustrating this came under my notice some 
years ago. A mother brought an infant a few 
months old, stating that during the first few weeks 
of birth, the child would choke unless the mouth 
were kept open, and that it could only be fed with 
a spoon. I thought that the mother was exagger- 
ating, and inquired how many children she had. 
Her reply that the number was ten was sufficiently 
satisfying. I removed a large mass of adenoid 
tissue the following morning. 

Children with partial nasal obstruction, who 
breathe by the mouth by day, breathe through the 
nose in sleep, even though the mouth be kept widely 
open (Greville Macdonald, Parker and others). 

Mouth Breathing or Nasal Insufficiency.—This, it 
is important to remember, is in many eases due to 
nasal conditions. The persistence of symptoms, or 
their recurrence after the removal of post nasal 
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tympanic membrane to improve drainage and lessen 
tension is advisable, and for the maximum of se- 
curity, should the symptoms of pain and fever con- 
tinue, drainage of the mastoid antrum and cells 
should be secured without waiting for the onset 
of graver symptoms. 

Undoubtedly, recovery will frequently take place 
without following this counsel of perfection, but the 
proximity of pus under tension in the middle ear 
cleft must make one guarded in giving a prognosis. 

The presence of an acute suppurative otitis does 
not necessarily imply that cerebral symptoms are 
due to it. A child was sent into the Alfred Hos- 
pital recently as suffering from meningitis. Earache, 
followed by discharge, set in three days before ad- 
mission. There was a history of vomiting. The 
child was in a collapsed condition, and was uncon- 
scious. There was internal squint, with a tempera- 
ture of 105.2° F. The cerebro-spinal fluid was clear. 
To eliminate pus absorption, the antrum, which was 
full of pneumococcal pus, was opened. I transferred 
the child to Dr. A. V. M. Anderson. The tempera- 
ture was regularly 102° to 103° F. in the mornings, 
rising to 105.2° F. in the evenings. It was not until 
the fifth day that the cause of the disease was evi- 
dent by the presence of signs of apical pneumonia. 

In another case, I was called to the hospital to 
see a child for a suspected cerebellar abscess. A 
history was given of a discharging ear, giddiness 
and vomiting. The child was unconscious. Exam- 
ination showed the absence of suppurative otitis; 
the drums were normal. The cause of the symptoms 
was revealed later by a post mortem examination to 
be pneumonia. 

I saw in consultation a suspected case of sinus 
thrombosis, following on acute otitis. The tender- 
ness over the external jugular vein and mastoid was 
explained by the presence of acute rheumatism. 

On the other hand, the absence of a perforation 
or pus in the ear does not exclude suppuration in 
the antrum and cerebral complications therefrom. 

An interesting case, the notes of which have been 
mislaid, revealed an abscess in the temporo-sphen- 
oidal lobe. This may have been due to recovery 
from the otitis after infection of the brain. 

The intra-cranial complications of chronic sup- 
purative otitis develop more slowly than those of 
acute otitis. The infection being direct, sometimes 


growths, does not necessarily signify incomplete 
removal or further growth. The re-education of 
nasal breathing may be necessary, or what is more 
common, there may be mechanical defects in the 
nasal passages, or unhealthy states of the mucous 


membrane of the nose. 
(2) Eustachian Obstruction and Suppurative Otitis Media. 


Of the various other symptoms, not the least im- 
portant is the liability to eustachian obstruction and 
suppurative disease of the middle ear. 

How and in what manner is this induced? The 
examination by means of the rhinoscopic mirror 
shows that in children the naso-pharynx varies 
much in size, and the trouble that arises depends 
largely upon the drainage of that cavity. In the 
atrophic type, where roomy naso-pharynges are 
most frequently found, suppurative otitis is com- 
paratively uncommon, despite the septic condition 
of the nose and naso-pharynx. 

In children who have suffered from catarrhal in- 
flammations and the exanthemata, much mucus, 
viscous in character, is found adherent to the 
growths and in the vicinity of the eustachian tubes, 
and should the naso-pharynx be small, a small 
amount of adenoid tissue may cause relatively more 
mischief than a larger mass in a roomy naso- 
pharynx. 

What is the amount of post nasal growth to jus- 
tify operative removal? This must depend on the 
symptoms and their appropriate treatment. But 
there can be no question in all cases of suppurative 
otitis, frequently recurring or persistent, that the 
old method not yet in abeyance, of waiting till the 
arrival of puberty, when the development of the 
naso-pharynx sometimes effected a remedy by im- 
proved drainage, is one that is dangerous to the 
hearing, if not to the life, and to the future happi- 
ness and well being of the child. 


DIFFICULTIES IN DIAGNOSIS OF INTRA-CRANIAL 
EXTENSION IN SUPPURATIVE OTITIS.* 


By S. A. Ewing, M.R.C.S. (Eng.), D.P.H. (Cantab.), 


Honorary Surgeon for Diseases of the Throat and Ear, 
Alfred Hospital, Melbourne. 


The second subject is on ‘‘ Difficulties in Diagnosis 
of Intra-cranial Extension in Suppurative Otitis.’’ 
In acute suppurative otitis, symptoms of intra- 


cranial extension may supervene very rapidly, un- 
fortunately, especially in suppurative meningitis; 
it is only on the development of symptoms that we 
can realize that we have lost a surgical opportunity. 

Two cases that occurred some ‘years ago im- 
pressed this on me; one, a case of meningitis super- 
vening in a few days on an otitis following an at- 
tack of influenza, and the other, also within a few 
days, of thrombosis of the cavernous sinus. In both 
patients the symptoms were not sufficient to indi- 
cate that free opening of the mastoid antrum would 
have lessened the risk of the development of grave 
complications that developed. 

From a surgical standpoint, in acute suppurative 
otitis with severe symptoms, a free incision in the 


1 Read before a meeting of the Victorian Branch of the British Medical 
Association on March 8, 1915, 


the result of caries extending to the dura mater, and 
sometimes by means of the vessels and their lym- 
phaties. Probably a certain amount of immunity 
may be acquired, for not uncommonly complications 
seem to be lit up by some recent infection, intro- 
ducing a new or fresh strain of organisms. 

In the series of mastoid operations already men- 
tioned in the previous paper, it was not uncommon 
to find the dura exposed, owing to caries of the roof 
or posterior wall of the antrum, and a small extra- 
dural abscess existent, without any special symptoms 
being noted. 

In the consideration of symptoms of cerebral com- 
plications, every case of chronic suppurative otitis 
is a potential intra-cranial case. There may be no 
symptoms beyond those of a running ear; speaking 
mathematically, they may vary from nothing to 
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infinity. If we decide after the failure by treatment 
to wait for definite symptoms of intra-cranial com- 
plications before resorting to operative measures, 
and this attitude is sometimes necessary and justi- 
fiable, it becomes of importance to recognize the 
first indications. 

The interpretation of these initial symptoms often 
presents great difficulties. The most important are: 


(1) Headache.—Dull or boring pains in the mas- 
toid occipital or temporal regions, especially if asso- 
ciated with a slight rise in the evening temperature. 
The pain sometimes may be away from the seat of the 
disease. In the case of cerebellar abscess shown to- 
night, the pain was chiefly in the frontal region. In 
two eases of frontal sinus under treatment at the 
same time, the pains were occipital. Pain in and 
behind the eye on the same side as the lesion is gene- 
rally a danger signal. 

(2) Fever—The occurrence of febrile attacks 
sometimes associated with increase of pain, vomiting, 
dizziness. These are casually alluded to by the 
patient as bilious or influenzal attacks. 

(3) Mental Clouding—aA certain amount of men- 
tal hebetude. One patient with a moderate sized 
extra-dural abscess complained of ‘‘her thoughts 
being veiled.’’ 

(4) Wasting and Constipation. — Usually in 
later stages of intra-cranial disease. The pres- 
ence of these symptoms in combination is 
very suggestive of the development of some cerebral 
complication. On the other hand, I have shown a 
patient on whom a double radical mastoid operation 
was performed who had severe temporo-parietal 
pains, with rise in temperature to 100° F. and 101° 
F. for two years after complete healing of the antra. 
The explanation may have been some localized 
pachymeningitis or chronic encephalitis, which had 
eventually subsided. 

The otalgia due to exposure of dentine sometimes 
complicates the problems in suppurative otitis. One 
patient whom I exhibited had this otalgia in a very 
severe form, the pain being referred to the ear and 
mastoid region. The mastoid had been operated 
on twice. Dr. Kelly, of Ballarat, referred the patient 
to me, with the statement that the pain could only 
be subdued with large doses of morphine, and that 
the patient was in a state of frenzy. I found 
atresia of the meatus with extensive caries of the 
tympanum and antrum. It was difficult to judge 
how far hysteria played a part in the symptoms. 
The temperature frequently rose to 110° F. I ex- 
posed the dura mater freely in the antrum, but found 
it so healthy that I did not explore through it. The 
lateral sinus was exposed, and a syringeful of blood 
taken, which was found free from bacteria. The 
adhesion was eventually overcome by grafting. Some 
months afterwards, when the ear cavity was per- 
fectly healthy, a return of the pains, with hemi- 
anesthesia on the same side as the affected ear and 
a rise in temperature to 110° F., showed that the 
condition we call hysteria had complicated the 
problems to be solved. A sister was later on sent 
to me with the same severe otalgia. This cleared 
up on the teeth being carefully attended to. 


I have not been able to do more in the five 
minutes allotted to me than glance at my _ sub- 
ject, and, in conclusion, must lay stress on the 
vrave danger involved in waiting for the devel- 
opment of late diagnostic symptoms, though sue- 
cess may result in apparently the most hopeless 
eases. The result of study of the post mortem con- 
ditions in the cases that have been admitted to the 
Alfred Hospital, usually in a moribund condition, 
is that the delay has led to such extensions of 
disease that no surgical relief was possible. 


NOTES ON THE CAUSATION AND DIAGNOSIS OF 
SUPPURATIVE OTITIS." 


By Ernest R. Sawrey, M.D. (Melb.), F.R.C.S. (Eng.), 
Honorary Surgeon, Eye and Ear Hospital, Melbourne. 


In regard to the causation of suppurative otitis 
media, I would draw attention to the fact that al- 
though adenoid vegetations are well known to be 
the most common cause of this condition, it is not 
so generally recognized that a small amount of un- 
healthy adenoid tissue, insufficient to give rise to 
nasal obstruction or mouth breathing, may yet be 
a potent factor for evil, especially when situated, 
as it so often is, in the region of the eustachian 
tubes. When affected to this extent, a child may 
have frequent recurrences of pain and discharge 
from the ears, and, moreover, be in a constantly 
ailing condition from digestive and other disturb- 
ances, and yet the characteristic obstructive symp- 
toms may be absent. 

Should adenoid vegetations be present and cause 
harm, the operation should be performed on any 
child, however young, and as often as: they: recur 
and give rise to symptoms, the operation should be 
repeated. One of the main reasons for recurrence 
after operation is that nasal respiration is not estab- 
lished. Every effort should be made in all eases 
after the operation, and persevered with for a very 
long time to set up this important function. 

One or two points in regard to diagnosis may 
be dealt with. Should an infant be feverish, fret- 
ful and restless, and no adequate cause be found 
in the gastro-intestinal tract, examination of the 
throat and each ear should never be overlooked; an 
acute inflammation may be found. Again, in older 
patients, the diagnosis can only be established by 
an examination of the ear. It is quite a common 
occurrence for patients to complain of severe ear- 
ache coming on in paroxysms during the course of 
several days. The examination discloses that the 
ear itself is quite free from any acute inflammation, 
but that there are several carious teeth or stumps 
in the mouth. The dentist alone can cure this form 
of earache. Further, in the acute infectious dis- 
eases, like measles, scarlet fever, diphtheria, and 
influenza, it is very important to examine the ears 
from time to time, as the symptoms are often masked 
by the severity of the constitutional disturbance. 

In all cases of suppurative otitis media where, after 
spontaneous rupture or a paracentesis of the drum, 
the evacuation of the discharge brings about an 


1 Read before a meeting of the Victorian B t 
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amelioration of the symptoms, only to be followed 
very shortly after by a recurrence of perhaps even 
greater intensity, in spite of the drum opening being 
apparently adequate for drainage, the possibility 
and even probability of an extension to the mastoid 
must never be overlooked. In this connexion, it 
cannot be too strongly urged that it is absolutely 
useless to rely upon help in the diagnosis from any 
pain, tenderness, redness, or swelling over the mas- 
toid. They may or may not be present, and it is a 
fatal error to consider that there is no mastoid in- 
volvement until some or all of them appear. Cases 
have been brought to hospital, in which there has 
been profuse discharge and all the symptoms of 
acute ear disease for a fortnight, and yet the mas- 
toid was perfectly normal externally. At the opera- 
tion in these cases, the mastoid has always been 
found most extensively diseased, with necrotic bone 
and full of pus. In any ease of doubt, the mastoid 
should always be opened, however normal it may 
seem externally; for the dangers of delay in these 
cases are far greater than any possible risk due to 
operation. 

When is it proper to operate for the relief of 
symptoms, after an acute middle ear catarrh has 
been diagnosed, in which ordinary local and general 
treatment has failed to relieve? If the drum, when 
examined, be found to be bulging and red or even 
without bulging, if no relief of the symptoms fol- 
lows within twenty-four hours of their onset, a 
paracentesis should be immediately performed. The 
relief to the patient is profound, and what is even 
more important, the resultant damage to the delli- 
eate ear structures is far less, and the rapidity with 
which the discharge ceases and healing takes place 
is directly proportionate to the time the disease has 
existed before the operation is performed. Spon- 
taneous rupture should never be awaited, since delay 
may cause healing to be slower, and may involve 
the patient in grave risks of mastoid extension. 
Then, in regard to chronic suppurative ear discharge 


of months’ or even years’ standing, is it advisable 


or necessary to operate on all cases in order to cure 
them? Experience would certainly teach that it is 
not. Some of the most hopeless-looking ears, when 
first seen, with fairly profuse purulent and ex- 
tremely offensive discharge, which has been going 
on for years, have cleared up completely under sys- 
tematic cleansing and drying. Many of these cases 
have been watched for years, and it has been found 
that the discharge has not recurred. However, there 
are very many cases of this kind in which it would 
be unwise and even dangerous to delay the perform- 
ance of a radical mastoid operation, on account of 
the profuseness of the discharge, the frequent oceur- 
rence of attacks of giddiness and perhaps nausea 
and of more or less severe pain in an around the 
ear, of headache on the side of the affected ear, and 
of caries or necrosis of bone. The sooner these cases 
are operated on, the better, but in the absence of 
these pressing symptoms and of obvious bone dis- 
ease, it would seem reasonable to give regular and 
efficient cleansing a trial, for at any rate a few 
months, during which time the patient should be 
kept under observation, Should the patient be going 


away to places where treatment and medical atten- 
tion are unobtainable, an operation may be neces- 
sary to render him safe from complications. 

As regards the extent of the mastoid operation re- 
quired, a few words may be said. Very many cases 
of old-standing suppuration have gradually healed 
up, and the discharge has quite ceased, and has not 
returned, after the mastoid antrum and aditus have 
been freely opened up, all pus and débris removed, 
and drainage established both through the antrum 
posteriorly and the membrana tympani in front. The 
middle ear structures remain intact in these eases, 
the hearing is not impaired by operation, and, as a 
matter of fact, is often improved. The great diffi- 
culty is to decide which cases offer reasonable pros- 
pects of suecess from conservative measures. It is 
well worth trying in a considerable proportion of 
eases. Should the effort prove unsuccessful, it does 
not prevent the radical operation from being per- 
formed at a later stage. 

One important point in performing the mastoid 
operation should be noted, viz., that in infants and 
young children the mastoid is very undeveloped, 
and practically consists of the mastoid antrum, and 
no mastoid cells or tip. The antrum must be looked 
for at a higher level than in adults. It lies more 
nearly above than behind the orifice of the external 
meatus. Great care must be taken not to bring the 
incision too low down, for the facial nerve might 
readily be endangered thereby. 

There is one important point in connexion with 
these cases of acute mastoiditis which I would like 
to hear discussed by the members. Every now and 
again a case of acute mastoiditis, often on both 
sides, is met with, in which a very thorough opening 
and drainage of the mastoid antrum and aditus has 
been performed, possibly on each side. Immediate 
amelioration of symptoms results, but in a few days, 
or perhaps almost at once, the symptoms recur, 
rigors occur frequently, and the patient has an 
evening rise of temperature to 102°, or even to 105° 
or 106° for days or even weeks. In some instances, 
the patient does not look extremely ill, and in others 
he does, and exhibits all the symptoms of sepsis. 
An examination of the whole ear region shows that 
the wound is healthy, and is granulating normally. 
and that the drainage appears to be quite adequate. 

Examination by a neurologist, lumbar puncture 
and examination of the cerebro-spinal fluid and 
blood, and other investigations, all prove too indefi- 
nite to be of any value in localizing the source of 
the trouble. The patient is evidently septic to a 
greater or less degree, but what is the nature of 
the trouble, and where is it localized? In some eases 
the wound has been opened up again, and the laterai 
sinus and bone cells in the region of the tegmen antri 
freely exposed, but nothing abnormal has been 
found. In other eases, nothing further has been 
done, on account of the want of any definite local- 
izing symptoms. In spite of this, every one of these 
patients has eventually got completely well, and the 
ear discharge and symptoms have disappeared alto- 
gether. Cases of this kind are extremely puzzling, 
and it would be very interesting to learn what mem- 
bers have to say in regard to them, 
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Reports of Zases. 


BLUE SCLEROTICS AND OSTEOPOROSIS. 
By Paul G. Dane, M.D., Ch.B., 
Hon. Physician, Ballarat Hospital. 
Melbourne. 


The association of blue sclerotics and osteoporosis was 
first noticed by Eddons as short a time ago as 1900, although 
blue sclerotics have been recognized for seventy-five years. 

Several medical men in different countries, particularly 
England and America, have recorded the history of families 
with the association in many of the members of these two 
curious conditions. 

Such a family has lately come under my notice. 

The disease, or condition, as far as I can trace back- 
wards, has been transmitted from the maternal grand- 
mother to two children, the eldest out of a total family of 
six children (2 sons and 4 daughters). The eldest child, a 
son, has the condition, and he is the father of the family 
which has come under my observation. This family con- 


sists of seven children—three sons and four daughters. 
Four of the children, i.e, two sons and two daughters, pre- 
sent the condition of blue sclerotics, and these four between 
them have had twelve fractures, most of which resulted 


Grandmother. 


from slight violence. 


@ = blue sclerofics. 

Q = ordinary female 

6 = ordinary male. 
Numerals = number of fractures. 


The eldest son is 30 years and the youngest child is 10 
years, and both have the condition. 

The father himself never remembers to have had a frac- 
ture of any kind. I have taken skiagrams of one of the 
children, and these show marked thinning of the compound 
bony tissue of the shafts of the long bones. 


Reviews. 
MATERIA MEDICA. 

The issue of a new British Pharmacopeia necessarily 
involves new editions of the standard works on the sub- 
jects intimately connected therewith, and one of the first 
to appear is Sir William Whitla’s “Elements of Pharmacy, 
Materia Medica, and Therapeutics.” This, the tenth edi- 
tion, fully maintains the high standard of its predecessors, 
and as changes have been necessitated on nearly every 
page of the work, we can see that the revision has been 
thorough, so as to bring it well up to date, and present us 
with the latest views on all the matters touched on. The 

1 Elements of Pharmacy, Materia Medica, and Therapeutics, by Sir 


William Whitla, M.D.; Tenth Edition, 1915. London: Bailliére, Tindall 
Cox; Cr. 8vo., pp. 680, with 23 illustrations, Price, 9s. net, 


literary style of the volume is of the highest order, and we 
are treated to the results of the ripe experience of a phy- 
sician of high rank, wide clinical knowledge, and extensive 
reading. Sir William Whitla is an accomplished pharma- 
cist, and his clear and explicit chapters on the practice of 
pharmacy deserve to be read by every practitioner and 
student. His directions, too, on prescription writing, are 
models that merit study in these times, when this is be- 
coming a lost art. For some reasons, we regret the placing 
of the sections on Vegetable Materia Medica, Pharma- 
copceal Preparations, and Therapeutics under separate head- 
ings, instead of combining them for each drug. The most 
pleasing feature of the book is the splendid chapter on non- 
official remedies, which includes everything of importance 
in that realm where the compilers of the Pharmacopeia 
fear to tread. 


A BOOK ON THE PHARMACOPGIA. 

In these stirring times the practitioner may not always 
have the leisure nor inclination to read through the new 
editions of the text-books on Materia Medica that are now 
appearing. A little book,? entitled “Synopsis of the British 
Pharmacopeeia, 1914,” will consequently be found to be 
useful to carry about in the pocket, or to have handy on 
the consulting-room table. Briefly noted, one will find the 
alterations in the Pharmacopeeia, a list of abbreviations, 
atomic weights, both English and metric weights and meas- 
ures, and the chemicals, drugs, and preparations of the 
B.P., 1914, arranged alphabetically, giving the Imperial and 
metric doses of each, together with brief remarks where 
necessary. Appended are also a list of tests for chemicals 
and a synopsis of the Poison Laws of Great Britain and 
Ireland. 

Mr. Livingston, the Victorian Minister of Education, was 
present, on March 18, 1915, at the official opening of the 
new infant school at Richmond. In his speech, he called 
attention to the importance of attending to the health of 
school children. At present there were five medical inspec- 
tors of school children in the metropolitan area, but he 
hoped to increase the number within a short time. He 
aimed at having every child attending school examined by 
well-trained medical men. The parents had duties to 
perform. It was not sufficient to detect the abnormal con- 
ditions; these must be treated. The most common defect 
was post nasal growths. The treatment was simple, but 
it was neglected very frequently. The efforts of the State 
would be strengthened by the co-operation of the nurse who 
would follow up the cases and insist on treatment being 
obtained. 


A person named David Rae was prosecuted by the Medical 
Board of Western Australia on March 5, 1915, for having 
practised surgery, he not being a registered medical prac- 
titioner. The defence set up was that the defendant had 
practised as a naval surgeon in the Commonwealth Navy, 
and that he was unaware that it was necessary for him to 
obtain registration in order to obtain the right to practise. 
It was proved that a minor operation had been performed 
by the defendant. It appeared that Rae had applied last 
November to the Medical Board for forms of application for 
registration, but had not taken any further steps. The so- 
licitor for the Board was under the impression that Rae did 
not possess a registrable degree or qualification. The Bench 
fined him £30, including costs.. 


Dr. and Mrs. Ashburton Thompson left Sydney on the 
Miltiades on March 20, 1915, for England. It will be remem- 
bered that Dr. Ashburton Thompson retired from the posi- 
tion of President of the Board of Health of New South 
Wales and Chief Medical Officer in February, 1913, after 
having served with great distinction for a number of years. 

We learn that Dr. David Thomas, of Manly, New South 
Wales, is about to take a holiday in England. 

Dr. F. Tidswell has been appointed Honorary Micro- 
biologist at the Royal Alexandra Hospital for Children, 
Camperdown, New South Wales. 


2 A Synopsis of the British Pharma ia, 1914, by H. Wippell Gadd, 
1915, London: Bailligre, Tindall & Cox; pp. 194. 
ce, 1s, 
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For the Belgian Doctors! 


Our Belgian colleagues are in want. The con- 
ditions in their country are such as to render prac- 
tice for gain an impossibility, and remunerative oc- 
cupation out of the question. Those who had means 
are hard-driven to succour the mass of those who 
are in distress. We cannot know the anguish, the 
pitiable misery of the doctors whose only task re- 
maining is to tend to the wounded, the broken- 
hearted and the sick, without home, with scant 
means of sustenance and with grief staring them 
full in the face at each corner. 


Some provision is being made for the Belgian 
doctors in England, in Canada and in the United 
States. More is urgently needed. An emissary from 
Brussels now in Australia has informed us of the 
- eonditions of the profession in his ruined country. 
Without a moment’s hesitation, the Council of the 
New South Wales Branch of the British Medical 
Association has determined to organize a fund for 
the relief of these brothers in need. Dr. R. H. Todd, 
the Honorary Secretary of the Branch, has been 
empowered to invite members to contribute liber- 
ally. The same emissary has turned to Melbourne, 
and we do not hesitate for one moment in saying 
that the same readiness will be found in the Vic- 
torian capital as in Sydney. The Queensland, South 
Australian, Tasmanian and Western Australian 
Branches will probably not have the advantage of 
learning at first hand of the needs of the Belgian 
doctors, but we trust that this will not be necessary, 
and that in each State a fund will be set afoot for 
this urgent purpose. There is no need to plead for 
our known and unknown friends in Belgium. We 


know that members of the Association in Australia 
will give freely and promptly. In the British Medi- 
cal Journal, of February 6, 1915, the announcement 
is made of a donation of £100 from the Victorian 
Medical Benevolent Society to the British fund for 
the Belgian doctors. This fact augurs well for the 


Belgian Doctors’ Relief Funds in the various States 
of Australia. 


‘0 


WORKERS’ COMPENSATION ACT, 1914. 

Last year the Victorian Parliament passed into 
Law a measure providing for compensation of per- 
sons employed in manual and other trades for acci- 
dents occurring in the course of employment, and 
for certain so-called industrial diseases. It. is not 
necessary in a medical journal to enter into the 
question of the economic value of the measure or to 
discuss the provisions from the point of view of 
the workman. On the other hand, this Act affects 
the medical profession in virtue of the fact that 
medical practitioners are being called upon to fill 
the position of ‘‘certifying medical practitioners’’ 
and medical ‘‘referees’’ under the Act, and will, 
within a short time be approached with a view of 
taking on the duties of medical ‘‘assessors.’’ 

The significance of the Act to the medical pro- 
fession has been under consideration by the Coun- 
cil of the Victorian Branch of the British Medical 
Association for some time, and the result of these 
deliberations has taken the shape of a report, which 
has now been circulated to all members, with the 
view of an opinion being expressed at a meeting of 
the Branch in the near future. This report is 
printed in full in another portion of this issue. 

Two broad principles are involved. In the first 
place, the medical profession is being asked to assist 
the democracy to carry out one of the many meas- 
ures evolved for the advantage of the masses. Every 
man is at heart an ideal socialist, in so far as he 
would wish to make life as happy and easy as 
possible for every member of the community. For 
this reason, every practitioner will be willing to 
contribute to the success of a plan which has this 
object in view. But there must be limitations to 
the assistance required of the medical practitioner, 
unless this assistance is sought Yor the destitute 


poor in time of sickness. It is the tefore necessary 


for the profession to resist all att*mpts to exploit 
it for the benefit of those who are reasonably pros 
perous, and there is still more urgent need of resist- 
ance when contracts are pressed on the profession 
by wealthy corporations or Governmental depart- 
ments. In other words, the medical profession must 
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uphold the principle of placing a fair value on its 
services in all cases, save those affecting the poor 
and needy. When the State or a commercial organi- 
zation is financially responsible for the remunera- 
tion of practitioners, full fees should be demanded. 
‘The second aspect of the matter is not less im- 
portant. The air is full of threats of hard bargains 
and driving contracts with the doctor. Contract 
practice is not yet placed on a sound footing 
throughout the Commonwealth. Rumours of national 
insurance and of nationalization of the hospitals, 
and even of the medical profession are in the air. 
That there is no call for any of these measures under 
the conditions obtaining at present in the Common- 
wealth does not alter the fact. With these signs of 
imposing on the medical profession conditions of 
practice which are alien to it, and which are dis- 
tasteful and undignified, there arises the necessity 
of strong combination to resist all undesirable inno- 
vations. Labour politicians may throw gibes at the 
profession for its trade unionist methods. This is 
of no account, provided that the members of the 
profession recognize that by means of unity they 
will be strong enough to safeguard their own inter- 
ests and those of the public; while if the individual 
member is left to struggle for proper treatment from 
strong, organized bodies, honour and dignity must 
go to the winds. This principle is of great import- 
ance in its application to the Workers’ Compensa- 
tion Act. The Council of the Victorian Branch of 
the British Medical Association has recommended 
its members to demand and secure proper remunere- 
tion, or, in the alternative, to refuse to take the posi- 
tions advertised. The work is a form of contract 
employment, and the State Insurance Office con- 
tracting, cannot, and should not, expect efficient ser- 
vice at low rates of remuneration. The Council 
point out that the employer is not directly affected 
in the matter at all. Approved insurance companies 
have to make special arrangements with private 
practitioners, who should charge full fees for the 
work required to be undertaken. The worker will 
not suffer because the medical man insists on being 
properly paid, and the honest claimant will be bene- 
fitted by a skilled and sound assessment of the 
effect of the injury or disease on which the claims 


profession and of the public that the work done by 
the profession in regard to this Act should be good 
work, and all good work must be well paid. 


Vv 


BRISBANE’S DIRTY WATER. 


The members of the Brisbane Metropolitan Water 
and Sewerage Board, according to the Brisbane 
Courier of March 3, 1915, have done The Medical 
Journal of Australia the honour of considering, 
apparently with some degree of displeasure, an 
article which appeared in the issue of February 27, 
1915, relative to the water supply of the city. It is 
stated that the President would communicate with 
The Medical Journal of Australia on the matter. 
Since this communication has not been received, it 
may be of some use to remind the Board that we 
are still awaiting a detailed bacteriological and 
chemical analysis of the water derived from the 
Gold Creek Reservoir and the Brisbane River. The 
supply from the Enoggera Reservoir is not in ques- 
tion, inasmuch as this water is filtered before being 
distributed, and is a good, clear, potable water. 
Every water used for domestic purposes, however, 
should be subjected to periodic analyses, and the 
results should be published for the information of 
those who know how to interpret analytical reports. 
The water from the two other sources is not filtered, 
and after heavy rains becomes extremely turbid. 
This turbidity in itself need not indicate either bac- 
teriological contamination or a dangerous degree of 
chemical impurity, but it certainly does indicate that 
an invasion by saprophytic or pathogenic micro- 
organisms or a taking up of extraneous matter, 
which, either in suspension or in solution, might 
exert a chemical action on the organs or tissues of 
persons drinking the water, is not excluded. We 
would expect to find other dirt beside mud in a 
mud-containing water. 

The serious aspect of the matter is not so much 
whether at the moment the water supplied to Bris- 
bane is dangerously contaminated, as that no really 
energetic steps are apparently being taken to safe- 
guard the supplies from a serious contamination. 
The Water and Sewerage Board cannot plead either 
insufficient time or want of support in regard to the 
carrying out of the remedy. In the annual report 
of the Board for the year 1913, the following para- 
graph will be found :— 

Proposed Purification Works on Holt’s Hill.—The 
works proposed to be constructed for the purification 
of supply from the Brisbane River will consist of slow 
filters, a reservoir for the purified water and other 
works appurtenant thereto. The designs for these 
works were completed during last year, and, after being 
submitted to you, were approved, and the necessary 
authority for their construction granted to the Board. 

They are to be constructed on Holt’s Hill, at a dis- 
tance of about one-half mile from the proposed balancing 
reservoir on Mount Crosby, and their cost is estimated 
at £150,000. 

It thus appears that in 1912, the designs for the 
purification works were completed, and the Minis- 
ter’s approval of the scheme was obtained. We learn 
that in March, 1915, the members of the Board vis- 


are based. It is therefore in the interests of the 


ited Holt’s Hill, and found that the progress of the 
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work was so slow that its completion within a 
couple of years cannot be anticipated. The water 
derived from the Brisbane River is by far the most 
important, since approximately four-fifths of the 
city’s supply comes from this source. In 1913, the 
Brisbane River supplied over 1600 million gallons, 
as compared with under 300 million gallons from 
the Enfoggera Reservoir and under 200 millions from 
the Gold Creek Reservoir. 

From the point of view of the public health, it is 
essential that a full and accurate bacteriological 
and chemical analysis of the Brisbane River water 
undertaken by an independent hygienist should be 
published, in order that the people of Brisbane may 
be aware of the ingredients of their drinking fluid, 
and secondly that the utmost acceleration be at- 
tained in the construction of the long-delayed puri- 
fication works on Holt’s Hill. 


EPILEPSY AND RESPONSIBILITY. 
The trial of Joseph Earle Hermann at the Quarter 
Sessions in Sydney, which occupied the Court from 


March 15, 1915, until March 22, 1915, is of some in- . 


terest from a medico-legal aspect. The prisoner 
was charged on six counts of forgery and uttering. 
The defence relied, not on a denial of either offence, 
but on the fact that Hermann was suffering from 
epilepsy, and on the assumption that the forgery 
and the uttering of the forged documents, if com- 
mitted, were carried out during a period of irre- 
sponsibility, and were followed by total amnesia. 
The evidence in support of these contentions of fact 
and assumption is limited to that given by three 
medical men, and by one or two laymen. Dr. Red- 
mond Foster attested to having seen him in an epi- 
leptic seizure. Apart from this there was ample 
evidenée of the genuineness of the epilepsy. Dr. 
Davidson stated that Hermann was suffering from 
nervous prostration, due to overwork and business 
worry. He considered that at the time when he was 
attending him the prisoner was in need of rest. Dr. 
S. Woolf actually signed a certificate declaring him 
to be insane, on the ground that he talked irration- 
ally, that he raved about millions of money which 
he demanded to be delivered to him under threat to 
kill if it were not done, that he demanded General 
French to protect him from the Germans, and that 
-he evinced suicidal tendency. A similar certificate 
was isfued by Dr. Marsh, who, however, was not 
available to give evidence. The contentions set out 
in the certificate were corroborated by the brother 
of the accused. On the other hand, Dr. Riley, of 
Callan Park Hospital for the Insane, stated that he 
had observed him closely, and had come to the con- 
clusion that there was no evidence of mental :de- 
terioration. The jury found that Hermann was 
not guilty of forgery, but was guilty of uttering, 
and they put forward a strong recommendation to 
mercy, on the ground that the accused was a victim 
of intermittent epilepsy. His Honour, Judge 


Docker, pointed out that the verdict in regard to 
forgery was not in accordance with the evidence, 
and had probably been arrived at because the 
learned counsel for the accused had stated that he 
would not contend that Hermann had not committed 


forgery, and as a result the evidence of these forgery 
charges had not been brought sufficiently strongly 
to the notice of the jury by the prosecuting counsel. 
His Honour found that Hermann thought he would 
escape by feigning insanity. In view of the recom- 
mendation to mercy, he passed a sentence of three 
years’ imprisonment with hard labour, although the 
maximum penalty was 10 years’ penal servitude. 

Alienists frequently have more difficulty in ar- 
riving at a negative diagnosis of insanity than in 
determining the presence of some mental disease. 
This difficulty is increased when the patient has 
made a study of the symptoms of various forms of 
insanity, and when he is astute enough to avoid ex- 
aggeration. At times this form of malingering is 
adopted with surprising success by persons who are 
apparently uneducated. The form of insanity 
feigned is not always a common one. It, therefore, 
becomes a matter of great difficulty to detect in a 
diabetic, for instance, the fictitious nature of an at- 
tack characterized by the typical symptoms of dia- 
betic mania. The detection of malingering in a case 
like that of Hermann’s may be impossible outside 
of an institution. 


The attention of members is called to an advertise- 
ment appearing in another part of this issue, in which 
applications for the position of resident medical officers 
in the Victorian Eye and Ear Hospital, Melbourne, are 
invited. These positions are peculiarly suited to young 
practitioners who desire to equip themselves thoroughly 
for either special eye and ear work or for modern general 
practice. The class of the work in the hospital is of a 
high order, while the laboratories are well equipped and 
up to date. 


A limited liability company is about to be formed for 
the object of providing a crematorium for the metropolis 
of Sydney. The company will be known as the New South 
Wales Cremation Company. The capital will be £5000, 
divided into 1000 £5 shares. The provisional directors 
are Dr. Creed, Dr. Foreman, Miss Rose Scott and Mr. 
Kollerstrom. This company should attract the attention 
and enlist the sympathy of all who are interested in the 
progress of hygiene in the Commonwealth. 


The Board of Health of New South Wales has recom- 
mended that malaria should be included among the noti- 
fiable diseases. The recommendation has now been acted 
on, and a proclamation is issued in the New South Wales 
Government (Gazette of March 17, 1915, declaring “acute 
malarial fever” to be an “infectious disease” under Section 
28 of the Public Health Act, 1902. 

An order nisi was applied for by Mr. Parkinson in the 
Practice Court of Melbourne on March 16, 1915, to review 
a decision of the Magistrate at the South Melbourne Court, 
by which a man was fined £2, with costs, for failing to have 
his child vaccinated. The applicant argued that the vac- 
cine ordinarily used for vaccination against smallpox is a 
material, the use of which is prohibited by the Health Act. 
He contended that if the defendant had permitted his child 
to be vaccinated with this vaccine he would have rendered 
himself liable to a penalty of £100, or to imprisonment for 
12 months under section 213 of the Act. The order nisi was 
granted, and the question will be argued before the Supreme 
Court. 


On February 20, 1915, Dr. Arthur Palmer, of Sydney, was 
presented with an illuminated address by the warders of 
the gaol service, who were associated with him while he 
was the Visiting Medical Officer to Darlinghurst Gaol. Dr. 
Lee- Brown, Kensington, presided, and made the presenta- 
tion. 
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Abstracts from Current Medical 
Literature. 


MEDICINE, 


(95) The Serum Treatment of 
Hyperthyroidism. 

Beebe (Journ, Amer. Med. Assoc., Janu- 
ary 30, 1915) points out that the pur- 
pose of the serum treatment of hyper- 
thyroidism is to prepare in an alien 
species of animals a serum having 
special antagonistic properties to the 
human thyroid secreuon. ihe injection 
of this serum into a patient having 
exophthalmice goitre provides him with 
a ready-made antagonist to a coniplex 
toxic substance circulating in his 
blood. Human thyroid glands are sul- 
jected to a special process of macera- 
tion and filtration. A solution of thy- 
roid protein is prepared. Intraperi- 
toneal injections of this solution are 
given to sheep. After six injections 
the animals are bled. The first injec- 
tions of the thyroid anti-serum are 
borne well. Small doses should be 
employed at first. A suitable injection 
is 0.8 c.cm. Beebe says the best place 
for injection is a point mid-way be- 
tween the elbow and shoulder on the 
outer aspect of the arm. Immediately 
following the first injection hot com- 
presses should be applied to the site 
of injection. If the local reaction is 
mild a second injection of 0.45 c.cm. 
may be given the following day. Then 
on the third day 0.6 c.cm. may be in- 
jected. On the other hand, some pa- 
tients can never tolerate more than 
0.5 ecm. In addition to the serum, 
the patient must have the usual treat- 
ment for hyperthyroidism, viz., free- 
dom from mental, emotional and physi- 
cal exertion. Beebe points out the 
necessity for early diagnosis if the 
treatment is to be successful. He dis- 
tinguishes six types of case: (1) Young 
women from 12 to 20 years of age, who 
do not show any exophthalmos, but in 
whom the heart rate is above i00, 
tremor is well marked, and the thyroid 
is enlarged. These patients may not 
need any serum treatment. (2) Patients 
over 20 and under 40 years of age, with 
all the classical signs of Graves’ dis- 
ease. (3) Patients with well-advanced 
typical symptoms. (4) Patients show-. 
ing acute toxic symptoms; in this type 
operation is useless. (5) Severe ad- 
vanced cases of long standing. These 
chronic cases may have been damaged 
beyond the possibility of complete re- 
pair. (6) Atypical cases. These pa- 
tients often show the most bizarre 
combinations of hyperthyroidism and 
hypothyroidism. If the hyperthyroid 
symptoms are pronounced serum may 
be tried. In other instances, extracts 
of pituitary gland, adrenal or pancreas 
may be beneficial. In the treatment of 
hyperthyroidism Beebe is of opinion 
that much needless operating is now 
the practice. Unless the inidcations for 
operation are imperative, the patient 
should first of all have the venefit of 
medicinal treatment, which should 


generally include serum therapy. Serum 
treatment is of great use as a pre- 
paration for surgical operation. 


Fol- 


lowing operation there is also room 
for its successful administration. Serum 
therapy has been given in over 3000 
patients. In 50% apparent cure has 
been effected, and 30% show marked 
improvement. 


(96) Hypopituitarism in Chronic 
Hydrocephalus. 

Pollock (Journ. Amer. Med, Assoc., 
January 30, 1915) draws attention to 
the fact that in severe hydrocephalus 
the third ventricle becomes distended 
with fiuid, and presses on the under- 
lying pituitary gland. Tine disturbance 
of pituitary function resulting from 
this condition of affairs may manifest 
itself in hyperpituitarism or hypro- 
pituitarism. In view of the frequency 
of the latter condition, the literature 
on the subject is astonishingly scarce. 
Pollock reports four cases. The first 
case is that of a man aged 40 years. 
His past history was that when 4 
months old he developed cerebro-spinal 
meningitis. After recovery, he was 
found to be deaf. He did not walk till 
he was 9 years old. At 15 years of 
age his mental development was equal 
to that of a child of 7 years. His con- 
dition on admission was that of a very 
fat man, aged 40, weighing 278 pounds, 
and measuring 5ft. 6in. in height. The 
skin was soft and moist. The head 
was hydrocephalic. The penis was 
only 1%in. long. The axillary and 
pubic hair was very sparse. He was 
quiet and tractable; possessed little 
memory, and even needed assistance in 
being fed. He was found dead in bed 
six years later. The autopsy showed 
that the calvarium was markedly 
thinned, each convolution of the brain 
being lodged in a groove of the skull. 
On removal of the skull cap about 20 
ounces of cerebro-spinal fluid was ob- 
served to be escaping from the brain. 
As the fluid escaped both sides of the 
brain collapsed. The condition of 
chronic hydrocephalus present affected 
all the horns of the lateral ventricles, 
and also the third ventricle. The 
pituitary body, which was flattened 
from the pressure above, was im- 
planted on a very broad and bulging 
infundibulum. The cyst-like formation 
of the third ventricle extended back- 
ward to the crura. Not only was the 
pituitary body flattened, but the pos- 
terior lobe showed an increase of con- 
nective tissue. The anterior lobe con- 
tained numerous cells showing very 
little protoplasm and degenerated 
nuclei. The second case was that of a 
girl, aged 11 years. She weighed 9st. 
1lb. She was an idiot. The skull was 
hydrocephalic. The third case was that 
of a woman, aged 19 years. She had 
never walked or talked. Hydroce- 
phalus was marked. The fourth pa- 
tient was a woman, aged 25 years, She 
was an idiot, and her skull was 
markedly hydrocephalic. These cases 
will serve to draw attention to the fre- 
quency of the association of hypo- 
pituitarism with hydrocephalus. 


(97) Endamoebic Pyorrhcea and its 
Complications, 
Evans and Middleton (Journ. Amer. 
Med. Assoc., January 30, 1915) have 
written a preliminary note on enda- 


meebic pyorrhcea and its complications. 
In cases of this affection the constant 
presence of the knd ba gingivalis has 
been established. John Hunter ad- 
vanced the theory of an oral septic 
origin for numerous systemic disturb- 
ances. The use of emetine in enda- 
meebic pyorrhcaa marks a new epoch. 
Smith and Barrett applied a weak 
solution of emetine hydrochloride to 
the gums. The customary routine has 
been the injection of a 0.5% solution 
into each affected pocket. Bass and 
Johns have recently announced the 
discovery of endamcebz in 85 out of 
87 cases of Rigg’s disease. They have 
found rapid amelioration of symptoms 
follow the subcutaneous administration 
of emetine. ‘The present contribution 
to the literature ot Evans and Middle- 
ton represents a preliminary report of 
a series of cases under observation in 
the University of Wisconsin Medical 
Clinic. Of 72 cases no fewer than 70 
showed the presence of endamecebae. 
Fifty-four of these cases were treated 
by the local injection of 0.5% emetine. 
The period of treatment varied from 4 
to 12 days. Marked improvement fol- 
lowed. Two plans of treatment were 
followed: (a) % grain doses by the 
hydrochloride for eight days; or (b) 
% grain repeated with a day interven- 
ing, followed by 4 grain on two suc- 
cessive days. Fifty-two of these cases 
showed constitutional symptoms of 
more or less marked degree. These 
were: (a) arthritic, (b) neuritic, (c) 
digestive, (d) hzmic, and (e) miscel- 
laneous. Ten out of 17 arthritic pa- 
tients receiving the emetine treatment 
for pyorrhca experienced decided 
benefit in so far as their joint symp- 
toms were concerned. There can be no 
doubt that constitutional disturbances 
are very frequently complications of 
pyorrhea. Arthritis deformans is the 
most frequent complicating disorder. 
Unexpected relations between pyor- 
rhea and certain remote conditions 
are established through the response to 
the emetine treatment. 


(98) The Interpretation of Test, Meals. 


Rehfuss (Journ. Amer. Med. Assoc., 
February 18, 1915) states that it is 
practically impossible to interpret cor- 
rectly the findings obtained by a test 
meal obtained in the usual manner. 
Clinicians rely less and less on the ex- 
amination of the test meal as an index 
of gastric function. Information of 
gastric function cannot be obtained 
from the cxamination of a single speci- 
men of gastric contents. Thus the test 
meal at the one-hour period may re- 
veal normal total acidity, but this may 
indicate the so-called tardive hyper- 
acidity of the French. It may also 
indicate absolute constant acidity, such 
as is seen in certain hypersecretion or 
obstructive cases. Furthermore, nor- . 
mal figures at the one-hour point 
may be followed by hyperacid figures 
at the two-hour point. The normal 
figures at the one-hour point may be 
preceded by hyperacid figures. Con- 
tinued hypersecretion may be char- 
acterized by normal figures at the one- 
hour point. The conclusion arrived at 
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is that normal figures at the one-hour 
point might be of varied significance. 
The true meaning of hyper-acid figures 
at one hour can be revealed only by 
fractional testing. Subnormal figures 
at the one-hour point may indicate 
delayed digestion, and may in certain 
cases be followed by hyper-acid figures. 
The obvious conclusion arrived at is 
that it is impossible to interpret the 
figures obtained by the examination of 
the test meal removed in one hour by 
the usual technique. This method can 
give us evidence of nothing but the 
crudest anomalies in motor function. 


NEUROLOGY, 


($9) The Relation of the Sensory 
Nerves to Inflammation. 


In view of the general belief that an 
area deprived of its sensory nerve sup- 
ply is more susceptible to injury, Ste-, 
venson and Reid (Johns Hopkins Hospital 
Bulletin, January, 1915) have investi- 
gated this subject by means of experi- 
ments on animals, and by observations 
on the behaviour of areas, which have 
been rendered anesthetic in the human 
subject as a result of disease or injury 
or surgical operation. The  experi- 
ments were made on rabbits, and the 
inflammatory reaction was_ studied 
after section and degeneration of the 
ophthalmic branch of the trigeminal 
nerve, after the application of local 
anesthetics, and following the admin- 
istration of morphine and chloral. In 
the eye in which anesthesia had been 
produced by section of the ophthalmic 
branch of the trigeminal, and the 
nerve allowed to degenerate, the in- 
troduction of a drop of mustard seed 
oil was followed by a well-marked in- 
flammatory reaction. This reaction did 
not differ from that in the control eye 
as long as it lasted, but it was noted 
that it subsided more rapidly in the 
anesthetic eye, so that at this stage, 
with the kind of irritative material 
used, there was no increased suscep- 
tibility to the injury, but on the con- 
trary, an apparently beneficial effect 
was found in the removal by degenera- 


tion of the sensory nerve endings. ‘ 


After the lapse of two or three months 
further experiments on the same lines 
showed that the inflammatory reaction 
took longer to subside, and it is sug- 
gested that this change is due to a 
regeneration of the severed nerve 
fibres, so that the conditions in the two 
eyes approximate to one another. In 
the eyes rendered anesthetic by a local 
anesthetic, the inflammatory reaction 
seen after the introduction of mustard 
seed oil was about the same in inten- 
sity and duration as that seen after the 
nerve had been allowed to degenerate 
as described above. The experiments, 
in which the effect of morphine and 
chloral upon the mustard seed oil re- 
action in the eye was studied, showed 
a definite modification of the reaction 
when these drugs were administered, 
and the evidence thus obtained showed 
that this effect must be due to some 
action of these drugs upon some other 
clement beside the sensory nerve end- 
ings. The observations on the human 


subject were made by placing small 
pieces of cantharides plaster on anes- 
thetic areas and on corresponding areas 
of normal sensation. After three hours 
the plasters were removed. The in- 
flammatory reaction after three hours 
was quite definite. These reactions in 
the anesthetic and the control areas 
varied greatly. In all the cases, how- 
ever, the anesthetic areas were appar- 
ently free from sensory nerve endings, 
and yet an inflammatory reaction to 
the irritant resulted. These _ results 
seem to negative Bruce’s conclusions 
that the sensory nerve endings were 
the elements that controlled the in- 
flammatory reaction, and that this con- 
trol was probably exerted by an axone 
reflex between the sensory nerve end- 
ings and the blood vessels. 


(100) Brown-Séquard Paralysis. 


Tilney and Nichols (Medical Record, 
January 9, 1915) presented the follow- 
ing case at a meeting of the New 
York Neurological Society. The pati- 
ent was a boy, twenty years of age, 
an electrician, who fell from a tree a 
distance of about ten feet, first strik- 
ing his buttocks on a branch of the 
tree and then falling to the ground on 
his chest. He lay flat on his face, 
without losing consciousness, the fin- 
gers of both hands contracted spas- 
modically. None of the extremities 
could be moved voluntarily, and he felt 
as though a current of electricity had 
passed through him, leaving the body 
charged from the shoulders downwards. 
The right lower extremity seemed to 
contain a tremendous pressure, and a 
tingling sensation passed up the left 
leg, across the pelvis and down the 
other limb. Physical examination 
showed an apparently healthy adult, 
rather nervous, with a slight tremor 
of the hands. The pupils were equal 
and reacted normally. The respiration 
was chiefly abdominal, the chest mov- 
ing very little. The arms could be 
moved, though very slowly and with 
great difficulty; the fingers were held 
in a position of partial flexion, with 
no power to either flex or extend them. 
The knee-jerk was absent on the right 
side, but present on the left. There 
was no Babinski reflex. The toes of 
the right foot were red; those of the 
other pale, and the surface tempera- 
ture of the left lower extremity was 
diminished. There was tactile anzes- 
thesia in both lower extremities and in 
the trunk up to the second interspace. 
Pain sense was absent in the left leg 
and as far up as the third rib, but 
present over a corresponding area on 
the opposite half of the body, where 
it was apparently hyper-acute. * Tem- 
perature discrimination was entirely 
absent on the left side to a level a 
little below the clavicle, but was pre- 
sent on the right side, although the 
response to heat was not as good as 
to cold. There were sharp pains in 
the right leg, and the patient felt as 
though there was a strap around it, 
and another around the shoulders, each 
being tightened in an opposite direc- 
tion. There were fibrillary tremors on 
the left side. Priapism was present 


during the examination. Catheteriza- 
tion showed no evidence of hematuria. 
The authors located the lesion in the 
upper cervical region. Radiographs 
showed no fracture or dislocation of 
the spine. 


(101) An Undescribed Disease of the’ 
Cauda Equina. 


Kennedy, Elsberg and Lambert 
(Amer. Journ. Med. Science, May, 1914) 
describe five cases in which the his- 
tory, clinical findings and morbid ap- 
pearances, as seen at operation, were 
all so similar that they classed them 
as a definite clinical and pathological 
entity. The first was a man, forty 
years of age, who suddenly experienced 
severe pain in the small of the back. 
This was followed by sharp, shooting 
and burning pains in the back of the 
thighs and legs. Difficulty in micturi- 
tion and obstinate constipation devel- 
oped. The right lower extremity was 
weaker and thinner than the left; the 
knee jerks were exaggerated on both 
sides, no ankle clonus or ankle jerk; 
plantar reflex showed extensor re- 
sponse on the right side and flexor on 
the left. There was diminished sen- 
sation over the right side of the penis — 
and scrotum, also around the perineum 
and over the buttocks and lower limbs. 
A laminectomy was performed, and 
several cf the nerves were found to be 
swollen and of a bluish red colour. 
No neoplasm was found. The patient 
recovered, and was perfectly well in 
about four weeks after the operation. 
The other four cases were much the 
same. In the third and fourth patients 
the symptoms were progressive in each 
for about two years; in the second, for 
about one year, and in first for about 
six months. In addition to the pain 
in the back and down the backs of 
the thighs and legs, there was atrophy 
of the anterior tibial muscles, with loss 
of power of dorsi-flexion at the ankle 
in four of the cases; in the other there 
was a spasticity of the lower extremi- 
ties. The sensory disturbances were 
very uniform; in all, the main inci- 
dence of the disease had fallen on the 
lowest roots of the cauda, the sacral 
roots were always affected, and with 
the greatest severity. There were no 
signs or history of syphilis, but there 
was evidence of a chronic degenerative 
type of arterio-sclerosis and also in- 
timal proliferation similar to that 
found in some of the acute infections 
or toxic processes. The degeneration 
of the nerve fibres and cells in the pos- 
terior lumbo-sacral roots of the cauda 
equina appeared to be relatively recent 
in origin and, as compared with the 
cord involvement, minimal in extent 
and severity. The cord was the most 
affected part. The authors consider 
that these cases are examples of a true 
toxic neuritis of the caudal nerve roots, 
and that the morbid condition is similar 
to that produced experimentally by Orr 
and Rows, who have shown how toxins 
may travel from the sciatic and other 
nerves to the posterior root ganglia, 
along the spinal roots and upward i 
the cord. 
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NOTES ON A MILITARY HOSPITAL. 


On Active Service. 


By Lieut-Col. John B. Nash, M.D., Sydney. 
No, 2 General Hospital, Second A.J. Exped. Force, January, 1915. 


All was changed when orders were given that personnel 
and equipment must be disembarked, and a land journey 
undertaken. Much of the latter was placed on the railway, 
and despatched to its destination. Officers, nurses and men 
followed in two days. On arrival at their destination the 
advance party was found to be busily engaged transferring 
the tents and stores from the railway station to the camp 
site; a large establishment, already being used for hospital 
purposes, was to be taken over as a residence for some 
officers and nurses, the greatest portion being set aside for 
officers and soldiers acutely and seriously sick. A small 
staff had for some weeks been occupied in the performing 
of necessary operations and giving medical relief. In the 
course of 24 hours the necessary transfers had been made, 
the new staff took up its duties, the nurses and orderlies 
were allotted to the several wards, and the real duties for 
which everyone had voyaged nine thousand miles com- 
menced. The feeding of all in the house was arranged for 
with those who for years had been managing it as a resort 
for tourists. 

Not so easy was the laying out of the ground selected as 
a camp site, the feeding of the officers and men there, the 
unloading and unpacking the materials, and the erecting of 
them in correct positions. But when a commanding officer 
has associated with him capable and willing subordinates a 
great deal is possible. Accommodation had to be made for 
the protecting and treating in tents of more than 500 sick 
people. All officers and men worked hard and continuously. 
In three days report was made to the commanding officer 
that the hospital tents were ready for occupation. Each of 
these is a marquee designed to accommodate 15, 14 or 13 
beds. Thirty-nine marquees, each with a double covering, 
were erected, 36 to receive patients, one as a store tent, and 
one for an officers’ mess; two bell tents for special patients, 
five large tents for stores, each with a single cover; 22 bell 
tents where officers and men sleep, totalling 69 tents. A 
grove of white and red gum trees, about five acres in area, 
stands between the camp and the sands of the 
desert, which stretch round the bases of the pyramids. 
Many of them are at least 30 years old, no doubt, having 
been, in the first instance, brought here because of the repu- 
tation the genus eucalyptus held, in years gone by, for 
being anti-malarial. This has been negatived in recent 
times, by sheeting home to the anopheles mosquito which, 
while standing on her head, has now to bear the blame 
for transmitting to human kind the infecting organism. 

Yet do these gum trees serve good purpose for us, what- 
ever may be their value to the country or to its indigencus 
population, by reminding us of home and our people, and 
indicating to us, as old friends, that we are not quite as 
far from our native heath as an estimation in miles might 
make one think. Many of them are in bloom, the coloured 
stamens and the fruit of well-covered cups hanging midst 
the long-pointed leaves, give index, if more be wanted than 
the trunks, of the hard wood type characteristic of Aus- 
tralian forests. He who planted them in the first instance, 
one may guess, never had thought, when doing his work, 
that some day a division of Australian soldiers, armed 
cap-a-pied, would be camped in close proximity to the well- 
grown trees; or that the grove, as a miniature forest, would 
serve to protect the sick and wounded, some born within 
the confines of the youngest Commonwealth of the world, 
from the sands blown in their direction from off the desert 
of Egypt, whereon the aged pyramids have bases from which 
were raised their apices towards the sky. Adown 6000 years, 
armies of many kinds have invaded the land of the 
Pharaohs, and camped upon some part of it, but none has 
ever travelled so far afield by land and water, as have the 
majority of those who constitute the first Australian Divi- 
sion and their 10,000 colleagues from New Zealand. 


The personnel of No. 2 A.G. Hospital were under the 
second it. command, the O.C. having remained on the 


Kyarra. Within 24 hours of arriva! the hospital at Mena 


House was taken over with its 140 patients. In four days 
the camp hospital was ready for the reception of patients. 
Over 200 sick men were poured in at once, and soon more 
than 300 admissions had been made. On the fifth day 
General Bridges made an inspection. When leaving he 
said “Excellent.” It was deserved, but could not have been 
had not the officers and men strained every nerve to carry 
out the work thoroughly and rapidly. The labour was not 
of eight hours, but of more nearly eighteen per day. The 
acting O.C. expressed his thanks in no unmeasured terms, 
and was personally proud of his colleagues and their work. 
It was very desirable that the first inspection by a Genéral 
of novices on active service should bring forth a favourable 
report, for their country’s and their individual repute. Ten 
days from commencing work there are some 600 patients 
under treatment. Each one of them lies on an iron bed- 
stead, and a mattrass, with blankets, sheets, coverlet, pil- 
lows, pillow covers, and in some cases mosquito nets as 
bed-clothing. The usual accessories of a hospital ward are 
available for the convenience of patients and nurses. At 
Mena House an X-ray plant of first rate quality—9in. spark 
—for screening and photography, is working under a cap- 
able medical man and assistant. Microscopes, stains, tubes, 
incubators, and the like are under a specialist. 

On the medical side pneumonia is the most severe and 
numerous of the illnesses; next coming various affections, 
classed as influenza, measles, and bronchial catarrh. 


On the surgical side, hemorrhoids, inguinal hernias, em- 
pyemata, sequele to the pneumonias, appendicitis, fractures, 
varicose veins, and necrosis of bones following injuries, give 
the surgeons work. 

The proportion of those sick is too large for the number 
of men here, especially when one considers that they were 
subject to scrutiny, whereby the unfit should have been 
eliminated. The pneumonias are not occurring particularly 
in alcoholics; they are therefore in nearly every respect un- 
merited. The disease is said to be common each year 
amongst the tourists who journey hither, and sojourn for 
any length of time. Enteric fever is said also to be com- 
mon during the fashionable season in Egypt. So far its 
incidence amongst the troops has been practically nil; this 
is thought by many medical men to be due to the care with 
which the soldiers have been subject to prophylactic treat- 
ment. If so, much suffering has been taken off the soldier, 
and a heavy expense saved to the country, by the laboratory 
work of members of the medical profession, and by the 
application of their deductions to human kind by the gene- 
ral practitioners. Sickness means absence from the battal- 
ions; this absence must result in deficiencies in trainirig, 
such deficiency reduces the fighting power of the Austra- 
lian division, all of which will be wanted when the crucial 
test comes upon contact with an enemy. Every effort is 
being put forth to search out the causes for the various ill- 
nesses, that these may be stayed at their sources. 


With so many men, horses, and vehicles moving all over 
the country side, accidents are sure to be with us. So far 
fractures of the tibia and fibula have been the most com- 
mon. Other bones broken have been ribs and the radius 
with the ulna. Kicks from horses and motor car accidents 
have been the originating causes of the majority of the 
injuries. 

The public rooms at Mena House are spacious, freely 
windowed, well-doored, with, in many cases, ample bal- 


-eonies, and high ceilings, architectural qualities which fit 


them for housing, temporarily, the sick and injured. ’Tis 
use for which they were never intended. The great room is 
ordinarily the salle-A-manger, now containing about 70 beds, 
where gather the wealth of all climes—kings, princes, and 
less highly titled folk—to partake of, in merry parties, the 
food from the surrounding Egypt, and the wines from 
Europe, the while perhaps talking about the fighting kings, 
the shepherd kings, the building kings, the Syrians, the 
Israelites, the Pharaohs, the Greeks, Alexander, Ptolemy, 
Cesar, Anthony, Cleopatra, the Arabs, the Turks, the 
French, the British, each of whom, in the centuries that 
have gone, have played a part in the history of this Egypt, 
which is measured as some 300,000 square miles, of which 
but 12,000 square miles are cultivable land. But it is not 
likely that any mind, whichever had its ideas expressed, 
thought of an Australian army camping upon Egypt’s sands 
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neath the shade of the great Pyramids. In these years of 
grace, 1914 and 1915 A.D., marvellous events have come 
upon the world, above and beneath the sea, and into the air. 
Should the progress of the hospital, under the administra- 
tion of Australians, continue as at present, the records will 
show a very small percentage of deaths, with a large num- 
ber of treated cases.. A general hospital, complete in al- 
most every detail of personnel and equipment, travelling 
9,000 miles to do its work, is a new feature in the history 
of the world. Fighting men in small and large bodies have 
gone far afield in search of honour and glory. But not 
before, in the events of man, have any travelled so far from 
their homes, to fight, to administer to the sick and 
wounded, as those now camped upon these sands, who have 
come from Queensland, New South Wales, Victoria, Tas- 
mania, South Australia, and Western Australia. A glance at 
a map of the world will show that had intent been to trans- 
fer 40,000 persons, in a straight line, the largest distance 
possible from one point of the earth to the other, none 
could be found much longer—excepting New Zealand—than 
that which will have been accomplished by us should we 
reach the fair land of France. Sydney to Marseilles, Paris, 
Ostend! Just think of it! Look at it! A great treck under 
the auspices and at the direction of a young Common- 
wealth! Doctors, nurses, their assistants, drugs, instru- 
ments, tents, beds, bedding, carried all these thousands and 
thousands of miles. They but a moiety of the whole 
treckers! Mirabile dictu! The expeditions to Suakim and 
South Africa—the former to the Red Sea shore of Egypt, 

_ will in February, before this letter reaches Sydney, be rec- 
koned as 30 years old—were but small affairs when com- 
pared with the army and the general hospitals now work- 
ing on the banks of old Nile. 

The writer of these notes watched many of the New 
South Wales troops march along Macquarie Street, and saw 
them in camps about Sydney for the weeks of their being 
gethered and trained. He is therefore able to make com- 
parison between their condition then and now. The im- 
provement in soldierly bearing and physical fitness has been 
great. Should it be desired, at the end of the war, to select 
a party representing Australia, there will be available offi- 
cers and men who will make a good impression, even 
amongst the best of the Empire, upon the onlookers. 

The empyemata which occur here are full of interest for 
both physicians and surgeons. The former see them in the 
first instance, as a sequel to the acute pneumonias, sus- 
picion arising a day or two after the incomplete crisis. When 
an exploring needle discovers pus the patient is handed on 
to a surgeon. Amongst the cases of pneumonia on board 
the troopships carrying the first divisional troops, at least 
one case of empyema was dealt with. Being aboard a ship, 
where ozone is at its highest percentage in the atmos- 
phere, pus can form inside the pleural sac. For these accu- 
mulations of pus fashions in treatment have been varied. 
Hippocrates wrote about them, giving explicit instructions 
as to “free incision, trephining of the rib, incision of the 
pleura with the cautery or the knife.” For many centuries, 
down to the end of the 19th, aspiration was favoured as the 
initial operation. The fear of entry for air into the pleural 
cavity was looked forward to with much misgiving, and 
determined to a large extent professional action. Of late 
years there have not been absent, even in high places, some 
who advocated recourse to aspiration. A surgeon who opens 
these large abscesses freely in every case sees amounts of 
coagulated fibrinous material coming away in flakes and 
masses, especially towards the end of the outpouring; if he 
passes his finger through the wound, and sweeps it along 
the surface of the chest wall he detaches further quantities. 
This fibrinous material is no doubt the commencement of 
the organized tissue that in some cases binds the parietal 
and visceral pleura, natural action by so doing limiting the 
abscess to a portion of the sac. The ultimate stages in this 
action are to be seen in those cases of chronic empyemata 
which come up for resection of the chest wall. The extent 
of operation required depends upon how far from the ori- 
ginal incision the adhesions between the two pleural layers 
will be foiind. This adhesion line marking off the portion 
of the chest wall—ribs and thickened parietal pleura—which 
must be completely excised if perfect healing is to follow 
the resection. The thickening of the parietal pleura is an 


index of the amount of organization that has taken place 


from the fibrinous deposit upon the serous surface. It is 
very uncommon to open a chronic empyematous chest, and 
to find the lung completely collapsed, with the full extent 
of the parietal pleura in view. In such a case the solid 
lung is laid flat against the spinal column by the contracted 
and thickened visceral pleura. The difficulties with which, 
in such a case, the surgeon is confronted are very great, 
because every costal arch is intact, the clavicle and scapula 
form a bony arch outside the ribs; to allow of the chest 
wall falling inwards to meet and adhere to the visceral 
pleura upon the pericardium, solid lung, and mediastinum 
necessitates the complete removal of, at least, the 1st to the 
9th ribs, with the thickened pleura upon and between them. 
In the majority of chronic empyemata the line of adhesion 
between the two pleural layers is not far distant from the 
opening through which the pus had been let out. Then the 
lung is intact, and functioning in the portion of the chest 
walled off, and when the ribs and thickened parietal pleura 
is excised, the muscles of the chest wall fall against the 
visceral pleura and adhere, forming a solid scar. 

The great congestion of the lung in acute pneumonia, 
predisposes to an inflammatory state of the pleura, and 
leads to a pouring of fluid into the serous sac, from blood 
‘vessels and lymphatics. In those cases where at the crisis 
absorption does not take place, there is in the chest an ac- 
cumulation of fluid, well suited for the growth of organisms. 
If then the diplococcus pneumonie, a staphylococcus, strep- 
tococcus, or other organism having capacity by its growth 
to convert a serous fluid into pus, gains entrance, abscess 
formation follows the lung disease. From the epidemic of 
measles which is now affecting the troops, there will come 
some cases of empyema. In pneumonia the infecting or- 
ganisms may reach the serous accumulation directly or 
indirectly from the blood, but in measles the direct con- 
nexion is not so apparent for the outpouring of the pleural 
effusion, or for its infection. It may be that in the exan- 
themata the pus-forming organisms always pass to the 
effused serous fluid from the blood or the lymph. 

Free incisions through the chest wall and a rib, with 
immediate complete evacuation of the pus, is being prac- 
tised by all surgeons here. The best hope to the patient for 
a rapid recovery is thus assured. The closed-in growing 
organisms undermine his resistant powers, by destroying 
locally the tissues and poisoning the system generally. The 
organization of the deposited fibrous material thickens the 
pleural membranes to such an extent that they are made 
rigid; the visceral becomes as a board limiting the expan- 
sion of the lung, and the parietal makes the chest wall so 
solid that it loses its contractile function, with the result 
that, though the sac has no permanent contents, its walls 
cannot come together. A small quantity of discharge is con- 
stantly coming from them, the opening persists, and the 
individual is a chronic invalid, unable to perform his share 
in the work of the world, be it fighting or aught else. 

At the most unexpected moments, daily. I am accosted, 
by men of all ranks, on the roads or in the desert here, who, 
coming from Sydney, Newcastle, or other parts of Austra- 
lia, are well known to me. At first my neutral parts were 
not expecting such surprises so far from home, but now 
’tis otherwise, and the sound of a familiar voice, oft heard 
in Macquarie Street, or the sight of a well-known face, 
produces less of wonderment. There be but few of us 
who, six months ago, expected ever to live near the shadow 
of the Egyptian pyramids, much less to have with us friends 
and acquaintances midst more than 20,000 countrymen. 


British Medical Association News. 


SCIENTIFIC. 

A meeting of the Victorian Branch was held at the Medi- 
cal Scciety Hall, East Melbourne, on March 3, 1915, Dr. A. 
Honman, the President, in the chair. 

The President welcomed the Eye and Ear Section This 
section, as has been announced, organized a discussion on 
discharging ears and their intra-cranial complications. 

Demonstrations. 

Dr. Ewing showed a case of cerebellar abscess. He pointed 

out that the pain was situated in the frontal region, On 
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perforniing the mastoid operation he had found caries be- 
tween the lateral sinus and the labyrinth. He therefore 
enlarged the opening, exposed the dura mater, and explored 
the cerebellum. Pus having been found, he inserted a drain- 
age tube. A few days later he made a second opening 
through the occipital bone into the abscess to improve the 
drainage. The patient had been perfectly well for 15 
months. A member of the New Zealand Congress had said 
that he had not seen a single patient live 12 months after 
such an operation. At times there was difficulty in doing 
it. In one case after the removal of the tube, the drainage 
had been very defective. As there was pain behind the eye 
he opened the wound again, and discovered a small abscess, 
‘his was drained, and the patient made a good recovery. 
Dr. Ewing’s second case was one of suppurative otitis, 
The difficulty of arriving at a decision as to the cause of 
the symptoms was well exemplified in this case. The 
symptoms were pain in the ear and in the mastoid region. 
The mastoid was opened on two occasions, but no patho- 
logical condition was found. At a later date the patient 
was sent to him by Dr. Kelly, of Ballarat, who reported that 
she was suffering from extremely severe pain, which could 
only be controlled by increasing doses of morphine. He 
operated on her for suppurative otitis, 
atresia of the meatus. There was caries of the antrum 
wall. The temperature rose to 104°, 105°, 108°, and 110°. 
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The pain was intense, and the patient became maniacal. 
Dr. Ewing raised the question as to the cause of the high 
fever. Dr. A. V. M. Anderson, to whom the patient was 
referred, could not arrive at any satisfactory opinion. Dr. 


Kelly was convinced that hysteria was not the cause. Dr. - 


Ewing decided to explore the dura mater in the roof of the 
antrum, and also the lateral sinus. The former was healthy, 
and a sample of blood withdrawn from the latter did not 
contain any bacteria. The fever eventually disappeared, and 
recovery took place. He was of opinion that once the 
meatal wall had been damaged, difficulty was experienced 
to induce it to heal firmly. He had to employ extensive 
grafts. At a later date she suffered a recurrence of the 
severe pain. Her temperature rose to 110°, and hemi- 
anesthesia developed. She was placed under the care of 
Dr. Latham. He was sure that hysteria had played a not 
inconsiderable part in the process. The patient’s sister 
was sent to him with similar pains. He found exposure of 
the dentine of the molars, and after she had been treated 
by a dentist the pains disappeared. 

Dr. Ewing showed a third patient. This patient had 
suffered from suppurative otitis for 10 or 11 years. He had 
seen her at a period when the antrum cavity was healed. 
There was a fistulous opening in the outer wall of the laby- 
rinth, and intense boring pain in the ear. He had operated 


and discovered - 


twice on the labyrinth. There had been lateral head move- 
ments for more than nine months. After the semi-circular 
canals had been destroyed, the lateral head movements dis- 
appeared. He had penetrated the posterior wall of the 
petrous portion of the temporal bone, exposing the dura 
mater, and had extirpated the area involved. 

Dr. Officer asked what the ordinary range of hearing was 
after a radical mastoid operation. 

In reply, Dr. Ewing pointed out that a comparison should 
not be made between the hearing of a suppurating ear and 
that of an ear after the mastoid operation. Hearing was 
often improved greatly after cleaning out of the middle ear. 
He cited a case in which hearing a watch at eight inches 
and a whisper at 20 feet resulted, although the patient was 
completely deaf before the cleansing. :-The case had been put 
to the patient: as follows. He was told that he had double 
suppurative otitis. If he were operated upon the hearing 
would be much less. The patient decided against operation 


‘on the ground that life would not be worth living if he were 


deaf. As a rule, the hearing did not deteriorate as a result 
of the mastoid operation. 

‘Dr. John Murphy showed a case of otogenic cerebral 
abscess following suppuration of the ear. (See Australian 
Medical Journal, August 28, 1913.) The patient had suf- 
fered from suppurating ear for four years. Four weeks 
prior to admission to the hospital he had been under the 
care of Dr. Lewers at another hospital, and optic neuritis 
and some paresis on the side opposite to the affected ear 
had been discovered. The speaker performed a radical 
mastoid operation, and removed the bone above the bony 
meatus, tympanic cavity, antrum and mastoid cells, expos- 
ing the meninges. On exploring the brain no pathological 
condition was found. No improvement followed the opera- 
tion; frontal and occipital headaches persisted, and there 
was paresis and drowsiness. He therefore trephined over 
the temporo-sphenoidal lobe. The membranes were tense 
and bulging. On incising them about a cupful of pus 
gushed out. The wound was drained. A cerebral hernia 
developed, but gradually subsided. The discharge from the 
ear cleared up, and hearing returned, a watch being heard 
at 15 inches. The operation had been performed two years 
previously. Since that time the patient had not suffered 
from headache or epilepsy. He ‘felt well. 

Dr. John Murphy also showed a patient who had had 
meningitis following acute otitis and mastoiditis. He had 
performed Schwartze’s mastoid operation five months before. 
She improved and left the hospital, but returned 14 weeks 
later complaining of violent headaches and vomiting. There 
was marked optic neuritis. A radical mastoid operation was 
carried out, and as in the first case, the roof of. the tym- 
panum and the antrum were removed, and the brain was ex- 
plored from this situation, but no pathological changes found. 
Her symptoms did not improve. A week later he trephined 
the temporo-sphenoidal lobe. There was marked bulging, and 
injection of the membranes. No pus was found. A drain 
was left in situ for three days. Immediately after the 
operation the headaches disappeared, and the vomiting 
ceased. The neuritis cleared up, and the patient recovered 
completely. 

Mr. Kent Hughes stated that the profession was not 
sufficiently impressed with the necessity of treating cases 
of suppurating ears thoroughly. Some doctors went so far 
as to advise a laisser faire attitude. The last patient he had 
had under treatment for cerebral abscess had been told by 
her practitioner that it was wrong to stop the discharge, as 
it would go inwardly and come out in a worse place. He 
pointed out the anomaly of allowing a man of this stamp 
to practise his profession. The majority of medical prac- 
titioners thought that if the discharge were stopped there 
was nothing more to do, and that a cure had been effected. 
This view was disastrous, and should be combated ener- 
getically. Once an ear started discharging it was often a 
source of danger, and always a cause of more or less per- 
manent impairment of hearing. 

Discharging ears occurred more commonly in childhood 
than later in life. (1) The anatomical conditions offered a 
more favourable opportunity for the entrance of bacteria. 
(2) The excess of lymphoid tissue in the naso-pharynx, etc., 
favoured to the formation of abscesses in the middle ear. 
(3) The acute fevers, especially those with “throat mani- 
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festations,” e.g., scarlet fever, measles, diphtheria, etc., were 
diseases of childhood. 

Dr. Sewell asked whether it was permissible to allow a 
chronic suppuration of the middle ear to go on if it had 
not cleared up, say within three months. He had seen cases 
in which no radical operation had been performed in such 
circumstances. The patients had been under treatment 
from time to time for ten years without a radical operation 
being performed, because the condition had not given rise to 
alarming symptoms, 

Mr. Kent Hughes said that such a condition should always 
be cleared up. No otologist should allow such a case to go 
on unchecked. They failed utterly in their duty if they did 
not make every effort to cure by cleaning, etc., or even 
opening the mastoid, and by clearing out from the middle 
ear and attic all débris and foci of suppuration.: The chief 
cause of failure was inefficient drainage. Surgeons generally 
had too much regard for the membrana tympani; where the 
opening was small or placed high up good drainage was im- 
possible, and it was necessary to enlarge the opening freely. 
If all local measures failed the mastoid antrum should be 
opened. It was absurd to postpone this simple operation, 
just as it was wrong to perform it without due trial of 
methods applied to the middle ear. 

Papers. 

Dr. R. E. Shuter read a paper on “Intra-cranial Extension 
of Middle Ear Disease.” The full text of the paper will be 
found on page 281 of this issue. 

Dr. S. A. Ewing read a paper on “The Relation of Ade- 
noids as Causative Factor of Middle Ear Disease.” The 
text of this paper will be found on page 284 of this issue. He 
also read a paper on “Difficulties in Diagnosis of Intra- 
cranial Extension in Suppurative Otitis.” The text of this 
paper will be found on page 285 of this issue. 

Dr. E. V. Sewell read a paper on “Nervous Signs as an 
Aid to Diagnosis.” In the course of his remarks he referred 
to a patient who had been operated on for cerebral tumour. 
When simple acts such as taking a letter out of an envelope 
and crumpling it up were performed behind the patient’s 
back, he being blindfolded, he stated that he heard sounds, 
but could not describe what was taking place. The same 
result followed the counting of coins behind his back. 
Persons in health could describe simple actions with ease. 

Dr. Ernest R. Sawrey read a paper on the “Causation and 
Diagnosis of Suppurative Otitis.” The text of this paper 
will be found on page 286 of this issue. 

Discussion. 

In the discussion which followed the various speakers did 
not address their remarks specifically to the one or other 
article, but dealt with the subjects of these articles more or 
less generally. 

Dr. Rosenberg said that he received some consolation from 
the remark of Dr. Sawrey, who said that tonsils should be 
removed again and again; he had been led to believe that 
if once properly removed they would not grow again. 

Dr. Barry Thomson said that adenoids recurred in less 
than 1%, and then only if the operation were not properly 
done. 

Dr. Officer said he would like to ask Dr. Sewell what he 
would do in the case of a patient with cerebellar abscess 
who was unconscious. It would be no use crunching up 
paper and rattling coins behind his back to get localizing 
signs. In one case at the Children’s Hospital he had been 
called at 2 in the morning; the child had had headache for 
two or three days, and had convulsions. There was marked 
suppuration from the ear on the side opposite to the con- 
vulsions. He expected to find a tempora-sphenoidal abscess 
pressing on the motor centres, but found nothing. He ex- 
plored the cerebellum, and found nothing. As the signs 
persisted next day he explored for temporo-sphenoidal 
abscess again, but found nothing. The patient was taken 
back to the ward, and died within 24 hours. The post- 
mortem examination revealed tubercular meningitis. How 
could this case be diagnosed? He would also like to ask 
the otologists what was the proportion of cases of sup- 
purative otitis without intra-cranial complications. His 
experience was that suppurative otitis was common, and 
intra-cranial complications were rare. A word as to ade- 


noids: a great deal of mouth breathing that existed after 


the removal of adenoids was due to the continued pre- 
sence of the enlarged posterior turbinal bones, which were 
@ menace to the eustachian tubes. He was surprised to 
hear that adenoids did recur after proper removal. His 
experience at the Children’s Hospital led him to the opinion 
that they did not. Another speaker referred to the degree 
of post-nasal growth; it would be better to have referred 
to the situation of the past-nasal growths. Dr. Hamilton, 
of Adelaide, gave some cases in which adenoid tissue was 
no larger than a pea, and yet on removal the hearing, which 
was previously very bad, was almost completely restored, 
because the small mass was in a situation to obstruct the 
eustachian orifice. 


Mr. Kent Hughes said that he had removed thousands of 
posterior ends of the inferior turbinated bones during the 
past 15 years, and he challenged anyone to produce a case 
which had been followed by atrophic rhinitis. It was con- 
stantly stated that this condition followed the operation. 
It was quite erroneous. In regard to the recurrence of 
post-nasal growths after operation, his experience was that 
the more he operated the fewer recurrences occurred. It 
was therefore a fair inference that recurrence was often 
due to faulty technique. He only came across one or two 
cases each year, out of an average of a thousand, 


Dr. Murphy had made the experience that the majority 
of cases of acute suppurative inflammation of the middle 
ear in young people cleared up after the removal of ade- 
noids. He spoke of a case of acute mastoiditis, with facial 
paresis, in which all the symptoms cleared up after he had 
opened and drained the mastoid. He maintained that all 
cases of acute otitis media are accompanied by more or 
less mastoiditis. The means for the relief of the otitis also 
produced relief cf the mastoiditis. In referring to otitis 
developing in the course of measles, he cited a case in which 
he had incised the drums, and thus relieved the pain and 
restored the hearing. He disapproved of syringing in sup- 
purative otitis. He cleansed the ear out twice a day with 
swabs of cotton wool. He held the opinion that syringing 
drove the pus further into the mastoid cells, and thus 
extended the area of infection. In acute suppurative otitis 
and mastoiditis he opened and drained the mastoid cells 
and antrum, and also the middle ear. As a rule this pro- 
cedure was followed by a cessation of discharge, and restor- 
ation of hearing in a few weeks. In chronic suppurative 
otitis media he performed the radical mastoid operation, 
and obtained good results. 


Dr. Baxter maintained that if adenoid growths did not 
recur after proper removal, every otologist in Melbourne 
was doing his work very inefficiently. He had come across 
recurrences after the operation had been performed by very 
excellent men. 


In his reply, Dr. Ewing said that lymphoid tissue was 
widely distributed in the naso-pharynx of children. The 
small size of the naso-pharynx in infants and young chil- 
dren interfered with the complete removal of the growths. 
In addition, he called attention to the fact that the ade- 
noid tissue in early childhood was in a condition of active 
growth. Further septic conditions set up in the exanthe- 
mata, e.g., morbilli, would cause increased growth. He was 
of opinion that adenoid vegetations seldom recurred if they 
were removed from a child of 8 or 9 years of age. He did 
not agree with the general removal of the turbinal bone, as 
this would favour atrophic lesions. He restricted this 
operation to hypertrophic conditions of the turbinals. 


Dr. Sewell stated that it was only from the history of the 
onset that the differential diagnosis between meningitis and 
cerebral abscess could be arrived at. 


Dr. Shuter stated that it was impossible to give statistics 
of the percentage of cases of otitis which were followed by 
intra-cranial complications. He had seen five cases in two 
years. He thought that the meeting would serve a useful 
purpose by bringing the otologists and physicians to help 
one another in watching for the extension of middle ear 
disease to the brain. Meningitis in adult life was produced 
by an extension from the internal ear. He had watched for 
these complications, and was therefore not speaking from 
a printed book. Pitt had made a record of 9000 cases, and 
found that one patient in 150 died of ear disease. 
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A meeting of the Eye and Ear Section of the Victorian 
Branch was held at the Victorian Eye and Ear Hospital, 
Melbourne, on February 23, 1915, Dr. S. A. Ewing, the Presi- 
dent, in the chair. 

Dr. S. A. Ewing demonstrated a case of sarcoma of the 
laryns, treated by laryngo-fissure. A history of one month’s 
difficulty in swallowing and slight huskiness was given. 
Only fluids could be swallowed. A large nodular growth, 
about two inches in diameter, occluded the larynx, filling 
the hypo-pharynx. A preliminary low tracheotomy was 
performed under local anesthesia, and chloroform was ad- 
ministered through the tube. After the larynx had been 
opened cocaine was applied to the cavity, for the object 
of rendering it bloodless. Part of the growth was removed 
by the snare; the rest was attacked with the scissors, and 
the pedicle, which was attached to the aryteno-epiglottidean 
fold and the epiglottis, was removed with adjacent tissues. 


Dr. Ewing also showed a patient suffering from diplopia 
complicating acute mastoiditis. There had been acute suppura- 
tive otitis on the right side for one month, with severe 
pain in the mastoid and temporal regions. The mastoid was 
found to be extensively involved at the operation. At first 
the pulse and temperature were normal, but the pain was 
not diminished. On the sixth day the temperature rose 
suddenly to 103° F., great pain behind the right eye devel- 
oped, and the patient complained of diplopia. Fomenta- 
tions were employed, and the symptoms gradually sub- 
sided. Dr. Ewing pointed out that paralysis of the sixth 
nerve was not common in acute mastoiditis. It had been 
ascribed to an extension of the inflammatory process to the 
osseo-fibrous sheath of the nerve, which lay in Dorello’s 
space, in close proximity to the apex of the petrous hone. 
A similar extension had been observed in a case of cere- 
bral abscess supervening on chronic suppurative otitis that 
had been admitted to the hospital two years before. 


Mr. Edward Ryan showed a woman aged 60, with pulsating 
exophthalmos. The blood pressure was 145. Six years pre- 
viously she was suddenly seized with severe pain in the 
head, followed by attacks of fainting. After four weeks’ 
treatment, pulsating exophthalmos developed. The vision 
was reduced to perception of light. A bruit was heard all 
over the skull. The late Mr. George Rennie tied the common 
corotid artery. Retinal vein thrombosis developed, but this 
cleared up, and the vision at the time of the demonstration 
was 


The same speaker showed a case of congenital dislocation 
of the lens in the third generation. The lens was found in 
the anterior chamber, and the condition of the eye was 
glaucomatous. The tension was + 3. He made a scleral 
puncture with a Graefe knife, and allowed the vitreous to 
escape until the tension was normal. The lens was then 
extracted in the usual way. Useful vision was restored. 


Mr. Gault praised My Ryan’s boldness in the treatment 
of the second case, and considered the result excellent. 


Dr. John Murphy showed a case of tumour of the larynx 
in a woman aged 27 years. She had noticed a swelling 
in the throat since childhood. During the previous four 
months her voice had been getting more husky. A dark 
swelling was visible just above and on the right cord. There 
was a small, rounded swelling in the region of the right 
false cord. 


Dr. Ewing said that he had not seen a similar case He 
suggested that the swelling was a congenital angioma in the 
right ventricular band. He would explore the larynx after 
performing tracheotomy. 


Mr. Kent Hughes suggested an exploration through a 
lateral horizontal incision. 


Dr. Shuter favoured the diagnosis of a nevoid condition, 
or possibly an angioma. 


Dr. Webster would not recommend interference for the 
time being, but suggested the use of electrolysis. 


Dr. John Murphy spoke of a case of a tooth-plate lying in 
the oesophagus, which had been located in the neighbourhood 
of the fifth rib by X-rays. The plate was removed by means 
of the bronchoscope, and the recovery was uninterrupted. 
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Dr. Ewing spoke of three similar cases, all of which had 
been treated successfully. 


Mr. Kent Hughes related the case of a large plate, which 
had to be removed by cesophogotomy. He pointed out the 
many difficulties of this procedure. 


Mr. Kent Hughes showed a girl, aged 19 years, who had 
a swelling over the left maxillary antrum. The swelling 
had been irritating her for nine years. He dissected it 
out, and discovered that it was a dentigenous cyst. He had 
plugged the cavity and allowed it to granulate from below. 


Mr. Edward Gault showed a case of mole of the retina, 
and one of a peculiar lenticular opacity. Mr. Ryan and Dr. 
Webster made some remarks on these cases. 


Drs. Sawtrey and Mitchell showed a chorus girl, aged 22 
years, who was suffering from laryngitis. She complained 
that her voice had been getting hoarse for three months 
prior to coming to the hospital. The cords were reddened 
throughout, as was the interarytenoid space. The move- 
ments of the cords were normal, and there was no ulcera- 
tion. The condition was treated with compound tincture 
of benzoin inhalations, and a nose wash, and the patient 
was told to rest her voice as much as possible. The sputum 
and a smear from the larynx were examined with negative 
results. Her condition improved slightly, but distinct re- 
lapses occurred during the following two months. A Was- 
sermann test was carried out with negative result. The 
treatment was then changed to a spray of menthol and 
thymol in parolein, and rest for the voice, and some im- 
provement followed, but a relapse was again observed. 
Marked improvement followed the exhibition of iron and 
arsenic, but only for a short time. At the end of three 
months, the cords were deeply injected. A mixture of 
mercuric chloride and iodide of potassium was given, and 
an alkaline laryngeal spray ordered, but no immediate bene- 
fit resulted. Dr. Stewart Ferguson examined her thoroughly, 
but failed to find any definite signs of disease in the chest. 
He advised her to have rest at home, with open-air treat- 
ment. On two or three occasions the von Pirquet test was 
applied, and was positive. The speakers reported that at 
the time of demonstration, the cords, especially the left, 
were improving slowly. 

Dr. Ewing considered that the larynx was _ especially 
liable to be infected with tuberculosis in cases of. this kind. 
He regarded the peculiar translucency of the nasal mucosa 
as a sign that the membrane was one with very little re- 
sistance to bacteria. 


MEDICO-POLITICAL. 


A meeting of the Council of the South Australian Branch 
was held on March 12, 1915, Dr. E. W. Morris, the President, 
in the chair. 2 

The necessity for an increase in members’ subscriptions 
was discussed. 

A letter was read from her Excellency, Lady Galway, call- 
ing attention of the members to the Belgian Relief Fund, 
and asking for systematic subscriptions to the same. Both 
matters were referred to a special general meeting to be 
held at an early date. ; 

The Council congratulated the President on his election 
to the Medical Board. 

Letters were read from the W.T.C.U., and from the 
Rechabites Friendly Society, expressing approval of the re- 
solution passed at the last general meeting in reference to 
abstinence from alcohol by members during the continuance 
of the war. 

The following were nominated for membership to the 
Branch: — 

Dr, John Forrest Gardner, Dr. Kirk Charles Godfrey, 
Dr. Walter Leonard Smith, Dr. Kenneth Nugent 
Steele, Dr. Charles Trevor Turner, and Reginald 
Arthur Haste. 


The following has been nominated for membership to 
the New South Wales Branch:— 


Dr. Eric Phillip Blashki, 8 Challis Avenue, Potts Point, 
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The following have been elected members of the New 
South Wales Branch:— 
Dr. Sydney Blumer, Bowraville. 
Dr. C. J. Wiley, Royal Prince Alfred Hospital. 
Dr. C. H. Wesley, Royal Prince Alfred Hospital. 
Dr. R. J. Nixon, Royal Prince Alfred Hospital. 


MEMORANDUM ON THE WORKERS’ COMPENSATION 
ACT, 1914. 
Issued by the Council of the Victorian Branch. 
Medical Society Hall, 
East Melbourne, 
March 12th, 1915. 


Owing to the difficulties experienced by medical men as 
to the interpretation and scope of the Workers’ Compensa- 
tion Act, together with the regulations issued in accordance 
with the Act, the Council of the B.M.A. hereby places be- 
fore members the following particulars:— 

The Act provides for Compulsory Insurance in the case 
of every worker in receipt of wages less than £250 per 
annum, but the limitation of £250 does not apply to manual 
workers. 

Insurance may be effected by employer with (a) State 
Insurance Office or (b) any approved Insurance Company. 

The term “employer” is used in the Act, but the real 
liability in all cases falls on the State Insurance Company, 
or on an approved Insurance company. 

The matter of fees laid down in the Act and Regulations 
with regard to accidents (but not to “industrial diseases’) 
applies exclusively to a “certifying medical practitioner” ap- 
pointed under the Act. Private medical practitioners are 
free to make their own arrangements as regards medical 
fees with approved insurance companies, but if the ap- 
proved insurance company refers the claimant to a “certi- 
fying medical practitioner,” the latter is bound by the fees 
payable to a “certifying medical practitioner” as provided 
by the regulations. 

Insurance is compulsory against all accidents, and against 
certain “industrial diseases” specifically named in Schedule 
III. of the Act:— 

(a) Anthrax. 

(b) Lead poisoning. 

(c) Mercury poisoning. 

(d) Phosphorus poisoning. 

(e) Arsenic poisoning. 

(f) Septic poisoning arising from handling meat or meat 
products, or its sequele. 

and under Section 27, against disease which is the result 
of an accident. 

The following are the medical appointments under the 
Act:— 

1. “Certifying Medical Practitioner’ is appointed by the 
Governor in Council upon application by the medical 
man to be so appointed, or (b) become such by vir- 
tue of his holding appointment under the Factories 
and Shops Act, 1912. 

2. “Medical Referee” is a medical practitioner appointed 
by Governor in Council, to whom a case in dispute 
is referred by the County Court. 

3. “Assessor” is a medical referee summoned by a 
County Court judge or police magistrate to sit with 
him in Court. 


and their sequele. 


Procedure.—In case of an accident a worker makes de- 
mand on the employer as soon as practicable, or within a 
limitation of four months after the accident. His claim 
may be then and there admitted, and his weekly compen- 
sation will commence. We believe that in very few cases 
of accident indeed will the certificate of a medical man be 
required. If the case is one of doubt, the State Accident 
Insurance Company probably will send the claimant to a 
certifying medical practitioner, who will be paid the fees 
provided under the regulations. The approved insurance 
companies will send their claimants to private medical 
men appointed by them for the purpose. 


If either company or claimant is dissatisfied with the 
decision of the medical examiner, application may be made 
to the Registrar of the County Court, who will refer the 
matter to a “medical referee,” whose decision shall be final. 

Where in certain circumstances a claim proceeds to arbi- 
tration, a medical referee may be summoned to sit with 
the judge or magistrate as assessor. 

In the case of “industrial diseases” the initial steps of 
procedure differ from those of “accident.” In this case the 
insured person must first obtain a “certificate of disable- 
ment” from the certifying medical practitioner in his dis- 
trict, and he must pay the fee prescribed to such certifying 
medical practitioner. This applies both to claims on ap- 
proved and State Insurance Companies. 

Fees.—The fees paid by approved insurance companies 
will be a matter of arrangement between medical prac- 
titioner and insurance company. The regulations provide 
for the following fees to be paid to “certifying medical prac- 
titioners,” “medical referees” and “assessors” where claims 
are made upon the State Accident Insurance Company:— 

1. Under Section 2 of the Amended Regulations 2/6 (a) 
for certificate stating that a worker is over 60 years of age, 
(b) or is suffering from mental or physical infirmity which 
would render an accident more serious. Mileage, 1/- after 
the first mile. 

2. Under Section 5 of the Amended Regulations 5/- for 
certificate of disablement by accident. Mileage, 2/6 after 
the first mile. Duplication certificate, 1/-. 

3. Seven and sixpence for every re-examination; this is 
where weekly payments are being made. Mileage is not 
stated. 

4. Under the Third Schedule of the Act 7/6 for certificate 
for disablement by an “industrial disease.” Mileage, 2/6; 
duplication certificate, 2/6. 

5. Under section 48 of the regulations, medical referee is 
paid £2 2s., and for a second reference, £1 1s. Mileage, 
5/- for each mile beyond two and up to ten; thereafter, 1/6. 


6. Under Section 68 the “medical assessor” shall receive 
not less than £3 3s. Mileage, 5/- beyond two and up to 
10, and 1/- beyond. ; 

With these fees the Council was not wholly satisfied, and 
made suggestions to the Insurance Commissioner and to 
the Chief Secretary for certain increases. 

The following amendments have been recommended by 
the Council:— 

1. That the fee relating to a first examination under 
Section 5 of the Amended Regulations should be 
7/6 instead of 5/-, with mileage of 2/6. 

2. That the fee paid for examination of a worker suffer- 
ing from mental or physical infirmity under Section 
2 of the Amended Regulations should be 7/6 and 
2/6 mileage. 

3. Under Section 48 of the Regulations the fee for mile- 
age of medical referees should be 5/- for each mile, 
or part of a mile, beyond two, without further 
limitations. 

4. That the fee payable to a medical practitioner for 
examination of diseases enumerated in the Third 
Schedule of the Act should be 10/6. 

WARNING.—Although in case of “industrial diseases” 
the worker has to obtain a certificate from a duly appointed 
“certifying medical practitioner,” yet in case of an accident 
it is not necessary for a claimant for compensation either 
upon an approved or State Insurance Company to produce 
a medical certificate in support of his claim. If the em- 
ployer or insurance company demand such certificate, either’ 
must send the claimant to a duly qualified medical prac- 
titioner, and, according to the Act, the fee for the certifi- 
cate must be paid by the employer or insurance company. 


Until the rates of remuneration provided under the regula- 
tions are settled to the satisfaction of the Council, members 
are advised to hold in abeyance their application for ap- 
pointments under the Act. The Council also advises mem- 
bers appointed under the Factories and Shops Act to re- 
frain for the present from consenting to act as certifying 
medical practitioners, 

C, STANTON CROUCH, 
Secretary. 
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Medical Societies. 


(Affiliated with the N.S.W. Branch, British Medical 
Association) 


CENTRAL NORTHERN MEDICAL ASSOCIATION. 


A meeting of the Central Northern Medical Association 
was held at West Maitland on March 11, 1915, Dr. Ken 
Herring (President) in the chair. 

Miners’ Lodges at Kurri Kurri and Weston. 

Some three years ago the medical officers of the colliery 
lodges at Kurri Kurri and Weston lost their positions owing 
to common action taken by the Central Northern Medical 
Association, for the purpose of introducing new terms of 
engagement. Since that date the positions have been held 
by medical practitioners who are not eligible for member- 
ship of the British Medical Association. The lodges have 
recently advertised for two members of the British Medical 
Association as medical officers. 

The question for the meeting was whether it would 
sanction the appointment of any practitioners until Dr. 
Heupt and Dr. Martell had been appointed. These prac- 
titioners, it was urged, should be elected to the positions 
held by their predecessors at the time of the common action 
taken by the Central Northern Medical Association. A reso- 
lution was passed to the effect that no member of the Asso- 
ciation should accept the position of medical officer to the 
Stanford Merthyr, Hebburn, Pelaw Main and Richmond 
Main Collieries until Dr. Heupt and Dr. Martell had been 
appointed. It appeared that Dr. Martell had temporarily 
left the district for military medical service at the seat 
of war, and had bound his partner, Dr. Heupt, to appoint 
a locum tenens to act for him in the event of the strike at 
the collieries terminating. The meeting saw no reason why 
the colliery lodges should not accept this locum tenens as the 
substitute for Dr. Martell until his return. 

The action of the Central Northern Medical Association 
was subsequently approved by the Council of the N.S.W. 
Branch of the British Medical Association. 


‘MELBOURNE PAEDIATRIC SOCIETY. 

The annual meeting of the Melbourne Pediatric Society 
was held on January 28, 1915, at the Children’s Hospital, 
Melbourne, Dr. Officer, the retiring President, in the chair. 

The Honorary Secretary, Dr. H. Douglas Stephens, pre- 
sented the annual report, which was received and adopted. 

Ninth Annual Report Melbourne Peediatric Society. 

It is with pleasure that your Committee submit for 
your consideration the ninth annual report of the 
Society. A meeting has been held monthly throughout 
the year, the second Wednesday in the month having 
come to be recognized as “belonging” to the Pediatric 
Society. In accordance with the principle established 
of recent years, precedence at our meetings has always 
been accorded to clinical cases, specimens and demon- 
strations. We have been fortunate in having a wealth 
of clinical material available, consequently there have 
been no papers or lecturettes delivered during the past 
year. Over 100 cases of clinical interest have been 
shown, besides numerous pathological specimens, skia- 
grams, splints, etc. The attendances at the meetings 
have been satisfactory, although the onset of the war 
in August of necessity caused some diminution in the 
numbers. Drs. Charles Ryan, Rupert Downes, Ed. 
White, Balcombe Quick, Mark Gardiner, H. Turnbull, C. 
V. Mackay, D. Embleton, S. F. MacDonald, Fairley and 
Milligan are the names of some of our past and present 
members who are either at the seat of war or on their 
way there; whilst Dr. Hamilton Russell has returned 
from France, where he was attached to the Australian 
Voluntary Hospital. To all these gentlemen we offer 
our thanks and congratulations, and _ sincerely trust 
that all of them will be with us again in the near future. 

During the past two years several other societies, 
more or less clinical in their function, have originated 
in Melbourne, notably the Melbourne Hospital Clinical 
Society. Being clinical they necessarily detract the 
attention and attendance of members of the British 
Medical Association from the parent society’s clinical 


evenings, which have consequently suffered severely. 
An effort is being made to revise the latter this year, 
and it is probable that each of the clinical societies will 
be invited to provide one if not two clinical evenings 
for the benefit of the members of the parent Association. 

Our thanks are once more due to the Children’s Hos- 
pital Committee for their kindness in permitting the 
Society the use of the institution for purposes of meet- 
ing, and for the increased accommodation now afforded 
us, thereby enabling the membership to be extended. 
To the Lady Superintendent our best thanks are due for 
her kindness in many ways, especially in arranging for 
our refreshment at the conclusion of our meetings. 

In conclusion, we look forward, in spite of the war, to 
a year of increasing usefulness in the cause of pedia- 
trics, and trust that our members will continue to 
supply clinical material with the same zeal as during 
the past year. 

The Hon. Treasurer, Dr. F. H. Cole, presented the balance- 
sheet, which showed a credit balance of £36 1s. 4d. 

The election of the office bearers for the year was then 
proceeded with. The following were elected:— 

President: Dr. Hewlett. 
Vice-President: Dr. C. Perry. 
Honorary Treasurer: Dr. Cole. 
Honorary Secretary: Dr. Stephens. 
Honorary Assistant Secretary: Dr. Bullen. 
Honorary Auditor: Dr. W. A. Wood. 
Members of Committee: Drs. E. A. Mackay, A. S. Wood, 
D. M. Officer, Stewart W. Ferguson. 

A presentation was made to Dr. P. B. Bennie, who had 
retired recently from the Children’s Hospital after over 30 
years’ active service. The presentation had been arranged 
by practitioners who had served as “residents” under him, 
by his colleagues on the staff and by others. All the 
speakers referred in terms of marked appreciation of the 
work Dr. Bennie had accomplished, and especially in con- 
nexion with the revolution he had wrought in the treatment 
of tubercular disease of the spine and hip by the proper 
use of Thomas’ splints. 

His Excellency the Governor of New South Wales opened, 
on March 16, 1915, the new Convalescent Home for Women 
at “Cararra,”’ Rose Bay, Sydney. This home is a Govern- 
mental institution, in which women needing rest, especially 
after parturition and acute illnesses, but also during preg- 
nancy, will be received. : 

The David Syme Prize for Scientific Research for the 
current year has been awarded to Mr. E. C. Andrews, B.A., 
of the Sydney University. Mr. Andrews has devoted a con- 
siderable amount of time and energy to the study of geo- 
logical subjects, and has also turned his attention to the 
relation of botanical development and geological structure. 
He has carried out some extremely valuable researches on 
the geological conditions of the Cobar and Canbelego fields. 


Public RKealth. 


INFECTIVE DISEASES IN QUEENSLAND. 
The ‘following notifications have been received by the 
Department of Public Health, Queensland, for the week 
ended March 13, 1915: : 


Enteric fever . 
Diphtheria 
Pulmonary Tuberculosis . 
Varicella 

Scarlet Fever 

Erysipelas 
Infantile Paralysis 


oe 


Total 107 


SMALL-POX IN SYDNEY. 

The number of small-pox cases reported to the Depart- 
ment of Public Health, New South Wales, for the week 
ended March 21, 1915, was:— 


Cases. 
cl 


Newcastle and Surrounding District ., ., 


300 
Cases. 
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THE HEALTH OF VICTORIA. 

The following returns of infective diseases have been 
received by the Department of Public Health, Victoria, for 
the week ended March 11, 1915:— 
Diph- Scarlet 
theria. Fever. 


Enteric Pulmonary 


Area. Fever. Tuberculosis. 


Cs. D’ths. Cs. D’ths. Cs. D’ths. Cs. D’ths. 
Metropolitan .. 
Rest of State.. —.. 7 


2 12 


Whole State .. 


THE HEALTH OF AUCKLAND. 

The following notifications of infective diseases have been 
received by the District Health Officer for the Auckland 
Province during the month of February:— 

Scarlet Fever: City, 2 cases; Suburbs, 1 case; Country Dis- 
tricts, 2 cases. Total, 5 cases. 
Diphtheria: City, 3 cases; Suburbs, 3 cases; 
tricts, 2 cases. Total, 8 cases. 
City, 7 cases; Suburbs, 10 cases; 
Districts, 25 cases. Total, 42 cases. 
Tuberculosis: City, 4 cases; Suburbs, 8 cases; Country Dis- 
tricts, 19 cases. Total, 31 cases. 
Blood-poisoning: City, 1 case; Suburbs, 1 case. Total, 2 cases. 
Chickenpox: City, 3 cases; Suburbs, 2 cases; Country Dis- 
tricts, 25 cases. Total, 30 cases. 


Country Dis- 


Enteric Fever: Country 


HEALTH OF THE METROPOLIS OF SYDNEY. 

The mortality returns for February, 1915, as supplied 
by the Government Statistician, show that 523 deaths oc- 
curred in the metropolis, including 37 deaths of individuals 
previously resident outside the metropolis, and deaths classi- 
fied as taking place in the islands and shipping, and the 
harbour. 

Calculated on an estimated population of 752,500, the an- 
nual death-rate for the month works out at 8.34 per 1000 
of the population. Deducting the number of persons non- 
residents of the metropolis in the Mental Hospitals of 
Leichhardt and Hunter’s Hill (Callan Park and Glades- 
ville), and adding the deaths of persons residents of the 
metropolis occurring at the benevolent asylums, mental 
hospitals and consumptive sanatoriums situated outside 
the metropolis, the number of deaths was 496, giving a 
corrected death-rate of 7.9 per 1000, which is very satis- 
factory. 

Among children under one year of age, 98 deaths were 
recorded for the metropolis. 


There were 1703 births during the month of February, 
giving a rate of 27.15 per 1000 of the population, being 
4% above the average of the previous five years. 

The infantile mortality rate was 58 per 1000 births, 
which is extremely pleasing, being 32% below the average 
of February for the previous five years. 


Notifiable infective diseases were responsible for 23 
deaths, of which 3 were due to scarlatina, 2 to pertussis, 
5 to diphtheria, 8 to enteric fever, 1 to erysipelas, 3 to 
puerperal fever, and 1 to cerebro-spinal fever. 


Diarrhceal diseases were credited with 34 deaths. Pul- 
monary tuberculosis 40 deaths, cancer 48, diseases of the 
heart and blood vessels 49, pneumonia 21, and Bright’s 
disease 32. Compared with the average for the previous 
five years, there were increases in the number of deaths 
from Bright’s disease and senility, with decreases in diar- 
rhea and enteritis, notifiable diseases, chronic pulmonary 
tuberculosis, diseases of the heart, and cancer. 


Two hundred and seventeen cases of scarlet fever, 140 
of diphtheria, 97 of enteric fever, and 4 of anterior polio- 
myelitis, were notified during the month of February. 

Of the total number of cases of enteric fever, 40 were 


notified from the Municipality of Botany, due to an outbreak, 
the source of which was traced to an infected dairy. 


Twenty-six cases of pulmonary and laryngeal tuber- 
culosis were notified under the City Council‘s by-laws, and 


12 premises were disinfected by the Council’s trained staff 
after the death or removal of the patients. 


(Signed) F. M. SUCKLING, 


11,.2.15. Acting Medical Officer of Health. 


SMALL-POX ON SHIPS. 


Various cases of variola have been discovered within 
the past few weeks on board ships arriving in the Com- 
monwealth. In brief, the circumstances are as follows:— 

The s.s. “Chindwara” landed one of the coloured seamen 
at Colombo on February 6, 1915, suffering from small-pox. 
Vaccination and disinfection were carried out at Colombo, 
and on the vessel’s arrival at Fremantle it was quarantined 
until the expiry of 18 days from the removal of the patient. 
No further cases occurred, and the vessel was discharged 
from quarantine on February 24, but at each of the ports 
subsequently called at, the vessel will be inspected daily. 

The s.s. “Knight Templar’ arrived at Fremantle on Feb- 
ruary 2, 1915, having left Calcutta on January 6, and 
Colombo on January 19. The captain died at Colombo of 
variola on January 14, and thereafter vaccination was 
carried out and the vessel disinfected. As the quarantine 
period had expired at the time of the vessels’ arrival at 
Fremantle, re-vaccination was performed upon those whose 
vaccination at Colombo had not proved to be successful, and 
the vessel was allowed to proceed with her business, a daily 
inspection while in port being made. 

The s.s. “Urlana” arrived at Fremantle on February 14, 
1915, and, on inspection, two cases of small-pox were dis- 
covered, the patients being members of the coloured crew. 
These patients were landed at the quarantine station, Fre- 
mantle, and one died on February 22, after a severe attack 
of confluent small-pox. After the vaccination of all on 
board, and the disinfection of the quarters, the vessel was 
allowed to proceed under quarantine to other ports, until 
the quarantine period had expired. No further cases oc- 
curred on the vessel. 

The s.s. “Umballa” arrived at Fremantle on March 5, 1915, 
and the quarantine inspection revealed three cases of 
variola among the members of the coloured crew. The ves- 
sel is now performing quarantine, vaccination and disin- 
fection having been carried out on board. The three patients 
have been landed at the quarantine station at Fremantle. 

The s.s. “Gregory Apcar” arrived in Melbourne on March 
5, 1915, and on quarantine inspection a case of small-pox 
was discovered amongst the coloured crew. The vessel 
was sent to the quarantine station, Point Nepean, and the 
patient landed. Vaccination and disinfection measures were 
carried out, and the vessel will be allowed to proceed to 
other ports under quarantine. 

The s.s. “Chanda” arrived at Thursday Island on March 
8, 1915, and one case of small-pox was reported. Quaran- 
tine inspection revealed another case in the invasion stage 
of the disease. All on board were vaccinated, and the ves- 
sel allowed to proceed in quarantine on her voyage to 
Sydney. 


Transport arrived in Melbourne on March 13, 1915, 
from Calcutta, without touching any ports. There were 36 
horse attendants who were returning from India after hav- 
ing taken horses out from the Commonwealth. Ten days 
after the transport left Calcutta a horse attendant, a Euro- 
pean resident in Melbourne, developed variola. The patient 
died after the vessel had reached Port Phillip. There were 
105 crew on board in addition to the horse attendants. 
Quarantine regulations have been put into force, and the 
ship has been disinfected. 


On the arrival of a ship on board of which a person is 
or has been suffering from variola, all other persons are 
immediately vaccinated, and removed to the Quarantine 
Station, where they are detained for 18 days. The only ex- 
ceptions are persons who bear evidence of recent successful 
vaccination, and the sole judge of the sufficiency of the 
protection is a quarantine officer. No unprotected person 
is permitted to leave the Quarantine Station during the 
period of quarantine until the period of incubation from 
the time of leaving the infected ship has passed, or until 
there is indisputable evidence of the vaccination having 
been successful. 
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aval and Military News. 


The news of the death of Lieutenant N. Barrington will 
come as a great shock to the numerous friends of his father. 
Dr. Fourness Barrington, of Macquarie Street, Sydney. It 
is reported that he was killed in Flanders while serving 
as Lieutenant in the Royal Irish Rifles about March 10, 1915. 


THE RETURN OF THE AYARRA. 


On March 11, 1915, the hospital ship Ayarra arrived off 
Melbourne and anchored opposite Williamstown in the 
‘course of the morning. On board the ship there are 304 
of the men who have been sent home from Egypt. No 
information is available as to the exact numbers of men 
belonging to the various groups, but it would appear that 
a certain small number are under treatment for accidental 
injuries, and the majority of a group of 173 men are being 
‘detained on account of various diseases, including venereal 
infection and the result of alcoholism. These men will be 
detaained under control until free from infection. In addi- 
tion, 131 men have been sent home for disciplinary reasons. 
This means that the men are useless as soldiers. The names 
of the 304 men have been published in the daily press. 

In addition to the Sydney graduates named in the issue 
of March 13, 1915, p. 252, the following have left by the 
Medina on March 9, 1915, under the engagement with the 
R.A.M.C.: Drs. G. A. Birnie, R. M. Clarke, L. B. Daly, F. E. 
Keane, H. N. M. Puckle, and M. E. Robinson. 

On March 18, 1915, Drs. K. G. Colquhoun, C. T. Stephens, 
and A. Pryde, of Victoria, Drs. E. P. Dark, A. C. K. Jekkyl, 
and C. K. Cohen, of New South Wales, and Dr. C. F. Drew, 
of South Australia, left by the R.M.S. Orsova. 

We are informed that Dr. Roger Cope has been appointed 
Chief Surgeon (Honorary) to the St. Malo Hospital 
(L’H6pital Anglais du Chateau), in Brittany. This hospi- 
tal has been organized for the reception of wounded and 
sick French soldiers as a complement to the adjoining hos- 
pital under the French War Office. The British Hospital 
contains 125 beds, and the nursing staff is exclusively 
English. 

According to the New Zealand Herald, two New Zealand 
medical practitioners, Surgeon Lieutenant C. C. Hes and 
Surgeon Captain Angus McNab, have been killed while 
serving with the Imperial Force. The former, who was at- 
tached to the R.A.M.C., died of wounds on December 24, 
1914, while the latter was killed in action while serving with 
the London Scottish Regiment. ; 

Miss Helen Maclean, Assistant Inspector of Hospitals in 
New Zealand, has been appointed Matron-in-Chief of the 
Army Nursing Corps (New Zealand). She is escorting 50 
nurses from the Dominion to France. 

The following has been taken from the District Military 
Order No. 27 (2nd Military District, Sydney), dated March 
16, 1915:— 

Invalids—Procedure re Pay, etc. 


*7. The following procedure will be adopted in the case of 
all ranks invalided in A.I.F. and Australian Naval and 
Military Expeditionary Force, and also for members of the 
Commonwealth Military Citizen Forces invalided on duty 
when “called up.” 

In all cases of sickness of or injury to members of the 
Australian Military Forces (Citizen Forces), when called up, 
or Australian Imperial Force or Australian Naval and Mili- 
tary Expeditionary Force, contracted on or resulting from 
the performance of military duty in Australia, such mem- 
bers will receive pay of rank whilst in hospital or invalided 
for a period not exceeding six months, and those invalided 
on Active Service outside Australia for a period not ex- 
ceeding three months after returning to Australia, provided 
that it is proved that such invalidism was not caused by 
any disease from which the member was suffering prior to 
enlistment, or of which the facts were concealed at the time 
of medical examination. No compensation will be allowed 


for any disease or injury contracted through negligence 
or misconduct of the soldier. 

Payment for medical attendance and medicine at the rate 
and under the conditions laid down in regulations will not 
be granted after the expiration of term during which the 
soldier is entitled to receive pay. 


If a soldier has not recovered at or near the expiration 
of the ‘period stated, the case should be dealt with by a 
medical board, so that a complete report may reach head- 
quarters in time to grant compensation or have claim for 
pension considered, as the case may be. 

For cases in A.I.F. or A.N. & M.E.F. special regulations 
are being prepared with regard to medical boards, and will 
be shortly circulated. 

In the meantime, medical officers of A.LF. in camp will 
continue as at present to hold medical boards, but must fol- 
low procedure as for permanent troops. 


The following appointment has been published in the 
Commonwealth Gazette of March 20, 1915:— 
Army Medical Corps. 
To be Lieutenant-Colonel— 
Lieutenant-Colonel R. E. Roth, D.S.O., V.D., Unat- 
tached List. 


fay 
Vv 


Special Correspondence. 


(From our Special Correspondent.) 


CANADA LETTER. 


The Army Medical Services. 

The universities of Canada are filled with a spirit of 
keen military ardour. Officers training corps and ambu- 
lance corps have been formed, and students are being 
drilled regularly. At McGill a “battalion” of one thousand 
men is in training. The equipment for these men will be 
furnished by the Graduates’ Society of the University, 
and every consideration in the way of fees and time allow- 
ance will be given to those who go to the front. At 
Toronto, at Queen’s, at the Universities of Manitoba, Al- 
berta, Saskatchewan, and British Columbia, at the Wes- 
tern University, and at Dalhousie, the same activity is seen. 

The “B” section of the Canadian Army Medical Corps, 
which will form part of the second contingent of the 
Canadian Overseas Forces, left British Columbia early in 
January. The detachment numbers eighty-one men, under 
the command of Captain Anderson. At Winnipeg this 
section will be joined with one recruited in Winnipeg, and 
with another from the west, and the three will form a field 
ambulance brigade. The date of departure of the second 
contingent is not yet known. The men, however, are in 
splendid form, and hold themselves in readiness to go at 
any time. The Medical Faculty of McGill University has 
offered a General Hospital, which will be composed of 
twenty members of the teaching staff and forty-two nurses. 
The offer has been accepted, and it is probable that the 
unit will be in command of Dr. H. S. Birkett, the Dean of 
the Faculty. 

With the exception of No. 2 Stationary Hospital, which 
has been established at Le Touquet, near Boulogne, in 
charge of Lieut.-Colonel A. T. Shillington, of Ottawa, and 
the “Princess Patricia’s” now in action, the first Canadian 
contingent is still encamped on Salisbury Plain. Unfortu- 
nately, there has been a good deal of sickness amongst 
the soldiers—some 1000 cases of illness among the 33,000 
troops. A death occurred at Valcartier from cerebro-spinal 
meningitis before the troops embarked for England, and 
since their arrival there have been 29 cases, 25 of which 
were fatal. The medical officers who accompanied the first 
contingent numbered about one hundred and twenty. 

No. 6 Field Ambulance, C.E.F., is now in barracks at 
Montreal, preparatory to accompanying the second con- 
tingent. The officers are Majors Philip Burnett and T. J. 
Murphy, R.A.M.C., Captain W. Howell, Lieutenants Andrew 
Macphail, R. H. M. Hardisty, G. Ross, H. P. Wright, and 
Walter. It is expected that Major R. P. Campbell, who 
at present is with the general hospital at Salisbury, will 
take command of this unit on its arrival in England. 

A hospital has been established by the province of Quebec 
in the Rue de la Chaise, Paris. The provincial government 
has contributed $10,000, and each municipality is to con- 
tribute $150, sufficient to maintain one bed for five months. 

The hospitals have suffered rather severely from the 
present financial situation, and it was feared that some of 
the largest institutions would have to close their doors. 
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However, campaigns have been instituted, and have met 
with a generous response. In Montreal, the three most 
important -hospitals have been able to collect sufficient 
funds to enable them to keep open, at least for some time 
to come. In Vancouver, the staff of the General Hospital 
voluntarily agreed to a reduction of their salaries in order 
to help the board through the present crisis. 
Medical Matters in Ontario. 
Medical Registration and Reciprocity with Great Britain. 

At the present time, reciprocal arrangements exist be- 
tween the General Medical Council of Great Britain and the 
licensing bodies of four of the provinces of Canada, namely, 
Prince Edward Island, Nova Scotia, New Brunswick, and 
Quebec, by virtue of which their licentiates can register 
in Great Britain, without further examination and, con- 
versely, anyone holding British qualifications can register 
in these provinces. This arrangement has not been adopted 
by Ontario or the western provinces. Because of this, it 
has been impossible for the British authorities to accept 
the services of military surgeons registered in Ontario, 
who wished to practise with the British Red Cross. Some 
years ago reciprocity was in force between Great Britain 
and Ontario, and because of certain abuses the arrangement 
was abrogated. The matter was taken up by Queen’s Uni- 
versity, Kingston, on October 238, 1914, and a resolution was 
passed requesting that a special meeting of the Medical 
Council of Ontario be called to consider the question. On 
December 22 the Council of the Ontario College of Phy- 
sicians and Surgeons met under the presidency of Dr. J. 
MacArthur, of London, Ont. It was decided that the legis- 
lative committee should obtain from the Ontario Govern- 
ment at the next session the powers necessary to enable 
the College to re-establish reciprocal relations between the 
Ontario Council and the Medical Council of Great Britain 
and Ireland.’ 

From time to time protest is made by the profession, 
but the chiropractors, osteopaths, and others of their kind 
continue to flourish. The chiropractors have been so suc- 
cessful that they propose to establish in Toronto a teaching 
school of chiropractics. The Ontario College of Physicians 
has protested again this, and a deputation recently waited 
upon the Government with the request that license to 
establish the. proposed school be refused. The matter was 
promised due consideration. 

‘ ; Workmen’s Compensation. 

The question of Workmen’s Compensation was first taken 
up by the Ontario Government in 1910, and Chief Justice 
Sir W. R. Meredith was then appointed Commissioner, and 
was requested to obtain information bearing on the subject 
and make a report to the Government. The result of his 
observations was a Bill, based largely on the German law, 
which was submitted to the legislature about eight months 
ago. The Act came into force on January 1st. Unfortu- 
nately, in framing the provisions of this Act, the interests 
of the medical profession appear to have been overlooked, 
as no adequate provision is made for the payment of the 
medical man in case of accident or illness. More than two 
years ago the Toronto Academy of Medicine presented its 
views to the Commissioner, and made application for a 
hearing, which was refused. Last year the matter was 
taken up again by the Academy and by the College of 
Physicians and Surgeons, but nothing was done. Possibly, 
when. the Act has had a fair trial, it may be deemed ad- 
visable to amend its provisions so as to comply, at least 
to some extent, with the wishes of the profession. 


Dominion Registration. 

The examinations of the Medical Council of Canada were 
held for the second time at McGill University, Montreal, on 
October 18th last. Of 86 candidates, 49 were successful in 
passing the examinations, 22 were rejected, and 15 were 
referred back to take supplementary examinations when 
occasion next offers. For twenty years Sir Thomas Rod- 
dick and those associated with him laboured for a Dominion 
Medical Council, and at last they have attained their pur- 
pose. Dr. Roddick is indeed to be congratulated. On July 
1, 1913, the register of the Medical Council of Canada was 
opened, and the first examinations of the Council were 
held at McGill University in October, 1913. Before this, 
each of the nine provinces in the Dominion had its own 
medical register and a licentiate of one province could 


not practise in any other, even if called to an urgent case, 
perhaps only a short distance away across the border of 
the province in which he lived. The provincial boards 
still exist, and examinations are held as before for those 
who wish to practise only in one province. Doubtless, as 
time goes on, the Dominion examinations will be taken 
advantage of more and more. At present, the great dis- 
tances to be traversed before the centre of examination can 
be reached is an insurmountable drawback to many. In 
order to accommodate the western men, examinations will 
be held in Winnipeg next June. Dr. R. S. Thornton, of 
Deloraine, Manitoba, has succeeded Sir Thomas Roddick 
as president of the Canada Medical Council. 
The Late Professor Mines. 

McGill University is mourning the death of Professor 
G. R. Mines, a physiologist of great promise. Dr. Mines was 
appointed to the chair of physiology at the end of last 
session, and commenced his work in Montreal only last 
autumn. His death was due to an accident, the result 
of an experiment which he was performing upon himself on 
a Saturday afternoon, alone in his laboratory. Professor 
Mines was born at Bath, England, in May, 1886. Later, 
the family moved to Hereford, and the boy came under the 
influence of Dr. P. M. Chapman. It was largely owing to 
this influence that Mines became interested in natural 
history, and in 1904 gained an entrance scholarship to Cam- 
bridge. There he had a distinguished career and, in 1909, 
was elected to a fellowship of his college, and became Di- 
rector of natural science studies and a member of the 
teaching staff of the physiological department of the Uni- 
versity. The winter of 1913 was spent by Dr. Mines in 
Toronto, as assistant to Professor Brodie. A young widow 
and two children are left to mourn his loss. 


0. 
VU 


Correspondence. 


TRAUMATIC EPILEPSY: ARTIFICIAL DURA MATER. 


Sir,—In The Medical Journal of Australia of March 13, 1915, 
p. 246, I read with great interest Dr. Todd’s use of a piece 
of fascia in place of dura mater. This recalls an old case 
of mine. A young man was the subject of traumatic epil- 
epsy, the fits generally occurring at night. In addition, 
there was considerable pain in the right arm and hand, 
and the latter was becoming closed, stiff and _ useless. 
The injury was caused by the kick of a horse, and a large 
piece of the left parietal bone was gone. Under an anes- 
thetic the scalp was lifted, and the gap in the bone was 
found filled with dense fibrous and connective tissue, in 
which were imbedded several cysts. The dura mater was 
adherent to the bone all round. The thickened tissue was 
taken away, and the dura separated. To prevent its ad- 
hering and to supply the missing part, a piece of green 
protective was used. Perforations were cut, as in skin 
grafting. The wound healed perfectly, the fits were modi- 
fied and the hand regained some amount of flexibility. As 
fascia may not always be at hand, I mention this as a sub- 
stitute, always at hand. 

Yours, etc., 
LEONARD W. BICKLE, F.R.C.S. (Ed.). 

Adelaide, March 20, 1915. 


TREATMENT OF BURNS AND SCALDS. 

Sir,—I think a few practical points may be added to Dr. 
Bickle’s interesting paper on this subject. Foremost, 1 
would emphasize the importance .of treating the shock 
which usually accompanies every burn of any severity. 
Warmth to the part affected, and to the body generally, 
is of the first importance. After dressing the part, there- 
fore, it may be wrapped in wool and covered with flannel 
or blanket. Secondly, where lotions are used, it is im- 
possible to keep the dressings moist without exposure, 
unless a liberal covering of oiled silk protective is provided, 
with a good margin all round. This done, the part is 
easily wrapped up and kept warm. Another application I 
have found useful in deep burns of limited extent is anti- 
phlogistine, applied freshly every few hours. In some cases 
the burn heals up with great rapidity under its influence. 
For this class of case pulv. carbo lignis has been strongly 
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recommended, powdered thickly over the burn, but I have 
no personal experience of its use. The ointment I use for 
burns in ordinary consists of zinc oxide and boric acid well 
diluted with yellow vaseline. 
Yours, etc., 
A. G. CRIBB. 
March 22, 1915. 


Medical Appointments Vacant, etc. 


For announcements of medical appointments vacant, assistants, locum 
tenentes sought, etc., see ‘‘Advertiser,’’ page xiii. 


Queen’s Memorial Infectious Diseases Hospital, Senior 
Medical Assistant and Medical Assistant. 

Medical Journal of Australia, Assistant (part-time). 

Hobart General Hospital, Junior House Surgeon. 

Stannary Hills Hospital, N.Q., Medical Officer. 

Victorian Eye and Ear Hospital, Resident Surgeons. * 


Proceedings of Australasian Medical Boards. 


NEW SOUTH WALES. 

The following have been registered as under the provi- 
sions of the “Medical Act of 1912” as duly qualified medical 
practitioners:— 

Woods, George, Lic. Mid K. Q. Coll. Phys., Irel., 1886: 
Lic. R. Coll. Surg., Irel., 1886. 

Oliver, Charles Henry, Lic. Mid. R. Coll. Phys., Irel., 
1911; Lic. Mid. R. Coll. Surg., Irel., 1911. 

Cole, Arthur, Lic. Mid. K. Q. Coll. Phys., Irel., 1883; 
Lic. R. Coll. Surg., Irel., 1883. 

McCristal, William John, M.B., Bac. Surg., 1914, Univ. 
Melb. 

Nottingham, William Arthur John, Lic. Soc. Apoth., 
Lond., 1885. 

Gardner, John Forrest, M.B., Bac. Surg., 1914, Univ. 
Adelaide. 

Crooks, Arthur Augustus, M.B., Bac. Surg., 1913, Univ. 
Melb. 


For additional registration:— 
Henry, Clifford, Mast. Surg., 1914, Univ. Sydney. 


TASMANIA. 

The following has been registered under the provisions of 
the “Medical Act of 1908” as a duly qualified medical prac- 
titioner:— 

Crichton Raoul Merrillees, L.R.C.P., L.R.C.S. (Edin.), 1907, 
L.F.P.S. (Glasg.), 1907. 


Books Received. 


DIRECTIONS FOR A PRACTICAL COURSE IN CHEMICAL PHYSI- 
OLOGY, by W. Cramer, Ph.D., D.Se.; Second Edition, 1915. Lon- 
don: Longmans, Green & Co. Royal 8vo., pp. 102. Price, 3s. 

THE VICIOUS CIRCLES OF NEURASTHENIA AND THEIR TREAT- 
MENT, by Jamieson B. Hurry, M.A., M.D., 1915. London: J. & A. 
Churchill; Crown 8vo., pp. 90. Price, 3s. 6d. 

THE DISPENSARY TREATMENT OF PULMONARY TUBERCULOSIS, 
by Hilda Clark, M.B., B.S., 1915. London: Bailliére, Tindall & Cox; 
Royal 8vo., pp. 275. Price, 15s. 


Diary Tor the Month. 


Mar. 31.—Vict. Branch, B.M.A., Council. 

Apr. 2.—Q. Branch, B.M.A., Monthly. 

Apr. 6.—N.S.W. Branch, B.M.A., Council. 

Apr. 7.—Vict. Branch, B.M.A., Monthly. 

Apr. 9.—S. Aust., B.M.A., Council. 

Apr. 9.—N.S.W. Western Med. Association, at Mudgee. 
Apr. 13—Tas. Branch, B.M.A., Monthly and Council. 
Apr. 13.—N.S.W. Branch, B.M.A., Council. 

Apr. 14.—Melbourne Pediatric Society. 

Apr. 15.—Vict. Branch, B.M.A., Council. 

Apr. 16.—E.S. Med. Assoc. (N.S.W.), General. 


Apr. 17.—N. Suburbs Med. Assoc., Annual Meeting. 
Apr. 21.—W. Aust. Branch, B.M.A., Monthly. 

Apr. 21.—Vict. Branch, B.M.A., Clinical Meeting. 
Apr. 21.—W. Suburbs Med. Assoc., Annual General. 
Apr. 23.—Q. Branch, B.M.A., Council. 

Apr. 27.—Vict. Branch, B.M.A., Eye and Ear Section. 
Apr. 28.—Vict. Branch, B.M.A., Council. 

Apr. 29.—S. Aust. Branch, B.M.A., Monthly. 

Apr. 30.—Melbourne Hospital Clinical Society. 


o 


Covers for binding the Medical Journal of Australia for 
1914 can be obtained on application to the Manager, B.M.A. 
Building, 30-34 Elizabeth Street, Sydney. The price of a 
cloth cover is 2s. and of half leather 3s. 6A. 


Tmportant Notice, 


Medical practitioners are requested not to apply for any 
appointment referred to in the following table, without 
having first communicated with the Honorary Secretary 
of the Branch named in the first column, or with the Medi- 
cal Secretary of the British Medical Association, 429 Strand, 
London, W.C. 


Branch. APPOINTMENTS. 
QUEENSLAND. Brisbane United F.S. Institute. 
(Hon. Sec. B.M.A. 
Ss. es at Warwic 
Street, Brisbane). 
WESTERN 

AUSTRALIA. Swan District Medical Officer. 
(Hon. Sec. 230 St. } All Contract Practice Appoint- 
George’s Terrace, ments in W.A. 

Perth). 


Australian Natives Association. 

[ Balmain United F.S. Dispensary. 

Burwood District F.S. Institute. 

Goulburn F.S. Association. 

Leichhardt and Petersham Dispen- 
sary. 

M.U. Oddfellows Med. Inst., Eliza- 

beth Street, Sydney. . 

N.S.W. Ambulance Association and 

Transport Brigade. 

N. Sydney United F.S. 

People’s Prudential Benefit Society. 
Phoenix Mutual Provident Society. 
F.S. Lodges at Braidwood. 

F.S. Lodges at Casino. 

E.S. Lodges at Lithgow. 

F.S. Lodges at Mudgee. 

F.S. Lodges at Orange. 

F.S. Lodges at Parramatta, Penrith, 

and Auburn. 

F.S. Lodges at Wellington. 
Killingworth Colliery, Newcastle. 
Seaham Colliery No. 1, Newcastle. 
Seaham Colliery No. 2, Newcastle. 
West Wallsend Colliery, Wallsend. 
Stanford Merthyr Colliery, Kurri 

Kurri. 
Hebburn Colliery, Kurri Kurri. 
Pelaw Main Colliery, Kurri Kurri. 
Richmond Main Colliery, Kurri Kurri. 


NEW SOUTH 
WALES. 
(Hon. Sec. 30-34 
Elizabeth Street, 

Sydney). 


SOUTH 
AUSTRALIA. 
(Hon. Sec. 3 North 
Terrace, Adelaide). 


EDITORIAL NOTICBS. 
Manuscripts forwarded to the office of this Journal cannot under any 
circumstances be returned. 
Original articles forwarded for publication are understood to be offered 
to the ‘‘Medical Journal of Australia’ alone, unless the contrary be stated. 
communications should be addressed to ‘The Editor,’”’ ‘Medical 
Journal of Australia,’’ B.M.A. Building, 30-34 Elizabeth Street, Sydney, 
New Sonth Wales 
The following periodicals are required by the Librarian of the New 
South Wales Branch of the British Medical Association to complete the 


series for binding. Members who have borrowed these journals are re- 


The F.S. Medical Assoc. Incorp., 
Adelaide, 


quested to return them as soon as sible. 
Lancet, November 7, 1914. nee 
Lancet, November 14, 1914. 


